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II. 


WE pass now to a statement of the position taken up by Bumm and 
Blumreich, which amounts to this—that there is no Lower Uterine 
Segment; that what has been described as such is simply stretched 
cervix. For their position is different from that taken up by Bandl, 
Bayer or Kiistner. Bumm says: “Pregnant uteri can only give 
information as to the state of the cervix during pregnancy; and in 
this connection Schroeder’s thesis as to the cervix remaining in its 
normal condition up to the end of pregnancy may be accepted— 
except that we must remember that some weeks before birth, as is 
shown in such an excellent preparation as you have just seen, there 
is already a certain opening up of the cervical canal. According 
to the observations we have made in our course of obstetric palpation 
every term, this is not at all a rare occurrence; but the mucous 
membrane still retains its own particular epithelium and glands. 
In the unfolded parts of the cervix, and when the epithelium is 
smoothed out by the pressure of the foetus, there is no question what- 
ever of a decidual transformation: cervix remains cervix.” I quote 
this passage to show that Bumm dissociates himself from all of those 
who have attempted to get over the difficulty of the origin of the 
lower uterine segment by the thesis that before it came to be 
stretched in labour part of the cervix had changed its histological 
structure so that, if we may use the expression, it might pass for the 
lower part of the body. The question is thus narrowed down to a 
clear issue—Can the cerviz, as we find it at the end of pregnancy, 
contribute enough tissue to be stretched round the head of a fetus? 
This Band] held to be impossible, saying it would become as “ thin 
as a gold-leaf.” 

Bumm and Blumreich’s thesis that there is no Lower Uterine 
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Segment is based on a study of the case of which I show you the 
frozen section (see Plate II.), and the clinical facts are the 
following :— 

The patient, a primipara aged 39, after having labour pains for 
17 hours, the membranes rupturing during an examination 10} 
hours after the onset of the pains, died suddenly—apparently from 
pulmonary embolism. During the first stage there was moderate 
bleeding for a short time, and between the bag of membranes and 
the cervix small quantities of blood-clot were noticed on examina- 
tion. The child is in the first position—L. O. A.—with its head 
deep in the pelvis, the cervix well dilated. 

The Atlas contains seven plates, five of the frozen section show- 
ing the vertical mesial—the fetus in position on both sides, and the 
uterine cavity, both halves. The sixth plate is a micro-photograph 
of the anterior and posterior parts of the disputed area, enlarged 
83 and 10 times; and the seventh shows microscopic sections of a 
uterus from the ninth month, before labour, which has a bag of 
membranes separated by a layer of mucus from the lower pole of 
the uterine cavity into which the cervical glands extend. It gives 
also a section of typical cervical glands found 0°6 inch below the 
retraction ring, and glands found 0°2 inch below it, which are lined 
in part with a high epithelium, in part with an endothelium, the 
space containing mucus. ‘Two other sections are given showing 
how the amnion and chorion may become applied to the surface and 
seem to be united to it. 

The description of these microscopic sections is prefaced with 
the following pregnant paragraph:—‘‘ Nothing seems simpler 
a priort than to ascertain the texture of the tissue from its micro- 
scopic appearance, but we did not find it at all easy to draw 
conclusions from the preparations we examined. The tissues had 
been considerably damaged by the lacerations of labour and by the 
6 days’ freezing process; and just in the parts which concerned us 
most, the superficial layers of mucous membrane in the stretched 
zone were in places very much injured. We had consequently to 
examine a great number of sections; and only by the comparison 
and combination of these were able, after many erroneous interpre- 
tations, to arrive eventually at the truth. It was impossible to learn 
all the significant facts from one section owing to the unsatisfactory 
preservation of the mucous membrane.” 

The paper in the Zeitschrift f. Geb. u. Gyn. falls into two parts. 
The first is by Blumreich, who, after giving the clinical history and 
the mode of making the frozen section, draws attention to points in 
the naked-eye anatomy: first, the position of the bladder, which he 
rightly says has no bearing on the relations of the cervix; then the 
firm attachment of the peritoneum, which he finds only 2 mm. above 
the utero-vesical reflection. The pelvis is normal with a conjugata 
vera of 45 inch. The bladder is empty, two-thirds of it lying below 
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the brim. The projections on the uterine wall are described and 
shown to correspond to depressions on the foetus, with the exception 
of one ring-shaped ridge which goes almost round the whole 
circumference of the uterine cavity. This ridge is not marked in 
front, the appearance of the contraction ring being simulated by 
the presence of the placenta, but it is well marked posteriorly. 
The chief facts visible to the naked eye are thus summed up:— 
“First in importance is the point of attachment of the peritoneum, 
in front immediately below the insertion of the placenta, and behind 
0°6 inch below the projecting ridge of the contraction ring; then the 
division into two parts of the genital tract—the lower part with its 
wall very much stretched, and the upper with a considerably thicker 
wall, separated from one another by a sharply defined projecting 
ring, which in about half of its circumference shows a distinct 
contraction, where the wall is considerably thicker than it is above 
and below it.” 


In the second part Bumm begins by stating that pregnant uteri 
only give information as to the state of the cervix during pregnancy, 
and, as already quoted, he accepts Schroeder’s position here. He 
discards uteri from the third stage, and the puerperium as not throw- 
ing light on the retraction ring, accepts Leopold’s description of the 
different stages of dilatation given in the twenty-ninth plate of his 
Atlas Uterus und Kind, and states that there is no thinning of the 
wall of the lower uterine segment during the first stage—the 
apparent thinning in frozen sections being due to pressure of the 
contents. ‘‘ Even where the cervix is fully dilated and the opening 
of the os externum is far advanced, there is no indication whatever 
of a contraction ring.” The study of the question is therefore 
limited to sections taken from the second stage, and cases of rupture 
of the uterus or placenta previa are rightly excluded. 


The available material is therefore limited to four sections— 
Braune’s, Chiari’s, my own (see Plate I.), and their own. In Chiari’s 
case the foetus was small, and there is no contraction ring; it is 
therefore discarded. In Braune’s no microscopic examination was 
made, and therefore the question is narrowed down to my own and 
theirs, in which “ the two results directly contradict one another. . . 
Considering the great similarity between the two sections, I do not 
think two different interpretations should be allowed: the only 
solution of the difference, in my opinion, is that one of us (either 
Barbour or ourselves) is mistaken in his interpretation of the 
microscopic preparation.” He then criticises the micro-photograph 
published in my Atlas, and believes the membranes attached to the 
uterine wall to be an artificial production, the result of the method 
of preparation. To show that such a mistake might be made, he 
publishes microscopic sections in which such an appearance has been 
produced artifically. 
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IIT. 


We come now to the criticism of the position taken up by Bumm. 
And first we note that their case was that of an elderly primpara, 
the patient being aged 39, which may account for the extreme 
thinning of the cervix, to be referred to later on. Also, it was a 
case of partial placenta previa, the placenta extending as far as what 
Bumm describes as the os internum (certainly in part over the lower 
uterine segment), which accounts for the hemorrhage during the 
first stage. 

Two points are raised in their paper—(1) The position of the 
retraction ring; and (2) whether there is a Lower Uterine Segment 
in addition to the stretched cervix. With regard to the first point, 
they rightly draw attention to the bulgings of the uterine muscle 
produced by depressions on the contained fetus—a point which I 
drew attention to,! contrasting the difference between the behaviour 
of the uterine wall in the first and second stage—that in the first 
stage it moulds itself on the surrounding bony parts, while in the 
second it moulds itself on the fetus. That the retraction ring 
always develops at the os internum I do not concede, because there 
is just as strong evidence in my own section, as we shall see imme- 
diately, that it has developed at a higher level as there is in their 
case that it has developed lower down. The main point at issue, 


however, is the character of the lining of the stretched portion of 
the canal, and we proceed therefore to a comparison and criticism 
of the micro-photographs of the two sections. 


Criticism of Micro-Photographs. 

The micro-photographs of the cervix from their Atlas and mine 
laid side by side form an interesting contrast. 

As regards the anterior wall, the utero-vesical reflection of the 
peritoneum—one of the marks of the os internum—corresponds to 
the lower border of the placenta in their case, while in my own it is 
some distance below it; and the fact that there was hemorrhage 
in the first stage shows that it was a case of marginal placenta 
previa, the placenta being situated over what of recent years has 
been described as the Lower Uterine Segment. Measuring the 
length of the anterior wall of the cervix in the micro-photograph 
of their section from the point where the cervical glands begin, a 
point 2 in. below the edge of the placenta, we find it to be 18 in., 
and as the enlargement is 8} times, this makes the cervix 2'2 in. 
long anteriorly. In my case the cervix measures 12 in. in the micro- 
photograph, which, divided by 7, gives 177 in. The difference 
between the length of the cervix anteriorly in their case and mine 
is only ‘5 in. Corresponding to this greater length of cervix in their 
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case is a greater thinness. The thickness of tissue in their case is 
from one-half to two-thirds that of mine, though the enlargement 
is greater as 8} to 7. 

The comparison of the micro-photographs of the posterior wall 
is still more instructive: and I agree with Bumm and Blumreich 
that the question can be settled more definitely by reference to the 
posterior wall, because the absence of the placenta allows the 
retraction ring to be well developed, and the anatomical landmarks 
are more definite. That we may be able to compare the two, I place 
side by side a reproduction of the micro-photographs of the two 
sections, reducing them to the same scale—twice the size of the 
preparation (see Plate III.). Bumm and Blumreich maintain that 
the adherent membranes described in my section as above the os 
internum were an artificial product, and they give a microscopic 
section to show how the condition of growing membranes may be 
simulated by stuck-on membranes. To show that the membranes 
in my section were not “stuck on,’ I give enlarged photographs 
taken from the places marked in the micro-photographs (see Plate 
IV.). I have gone over my microscopic sections and had fresh 
micro-photographs taken from the actual sections to clear up the 
point in dispute. From these it is evident that the wall was here 
covered with decidua and chorion, and that the decidual tissue is 
not applied to, but growing from, the underlying muscular wall. 

It is noteworthy, as explaining the greater length of cervix 
(3°77 in. in theirs as against 1°3 in. in my section), that the thick- 
ness of the cervical tissue in their specimen varies in its lower 
two-thirds from 0°8 in. to not more than 0°4 in.; or, allowing for the 
tenfold enlargement, the tissue can only be 0°04—0°08 in. in thick- 
ness. In my micro-photograph, on the other hand, the thickness 
of the cervical tissue averages 1°2 in. throughout (except at the tip 
of the cervix) which, divided by 7, gives ‘17 in. That is to say, the 
posterior wall of the cervix is three times as thick in my specimen 
as in theirs. May not the explanation of the greater length of 
cervix in their case be found in its greater thinness? We have 
here almost the “ gold-leaf cervix” of Bandl—a cervix only 0°04 in. 
thick at one point. 

As explaining their position, let me further quote from the text 
of the Atlas dealing with the significance of the findings :—‘* As we 
found the distinct characteristics of cervical mucosa in every part 
of the stretched zone, we were obliged to conclude that the whole 
of the stretched part of the wall of the genital tract in the prepara- 
tions described, from the os internum up to the retraction ring— 
that is, to the lower margin of the placenta—belonged to the cervix; 
and there was nothing anywhere to indicate that it was made up 
in part by a portion of the body, in the form of a lower uterine 
segment. 

“There has been no functional division here of the musculature 
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of the uterus—that is, in the sense that at the onset of labour only 
the upper portion of the body pulled itself (actively) together while 
the muscular wall of the lower segment became stretched and flaccid. 
In our opinion there is never any such functional division, but rather 
a contraction of the muscles of the whole uterus—in the cervix, 
lower segment and fundus alike.” 

After explaining what “retraction” implies, they state that-—— 
“There is, however, also an opposite kind of displacement in which 
the fibres are pulled out, and there is a stretching and thinning of 
the wall. We call this kind of displacement ‘ distraction.’ 

“ Differences in the arrangement of the muscular fibres in the 
body and cervix account for the different kinds of muscular 
displacement brought about by contraction, and lead to an inter- 
twining of the fibres in the body, and to a pulling apart of those in 
the cervix. The greater part of the muscular work of the uterus 
during labour is spent in the retractile and distractile displacements 
of the fibres, the thickening of the walls of the body and the 
stretching of those of the cervix.’ 

This suggests the following criticism. While in their specimen 
a retraction ring is seen about }-in. above where cervical mucosa 
begins, the evidence is just as comebaitiee that in my specimen the 
retraction ring was from 1} to 12 in. above a similar point. 
Further, does this “ distraction,’ by which I suppose is meant the 
separation of its muscular layers as the cervix is dilated, not affect 
the lower pole of the uterus as well as the cervical canal? The 
os internum, along with the part immediately above it, undergoes 
physical changes analogous to those of the cervix and which the rest 
of the uterine wall has not to undergo to allow the uterine contents 
to escape. 

Looking now at the membranes in the posterior wall (see 
Plate III.), their section shows what they describe as “ losgeliste 
Eihiute.” Is one justified in speaking of the membranes as 
“losgelést’”’ when the assumption is that they have never been 
attached? The area from which these membranes have come is 
covered with “typische Cervixdriisen.” And, as far as I under- 
stand their position, it is this, that cervix remains cervix to the end 
of pregnancy; that there can be no union of membranes to an area 
covered with cervical mucosa; and that this point of view is con- 
firmed by the section they give of a pregnant uterus from the ninth 
month, before labour has set in, in which the membranes are 
separated from the surface of the cervix by a layer of mucus. My 
section, on the other hand, shows a raw surface without cervical 
glands from which the membranes have been detached. This raw 
surface is produced by torn-through decidua. 

It is also interesting to note that Bumm and Blumreich had 
difficulty in saying whether the glands which they label “ cervical 
glands” were cervical glands. I quote from the text of their Atlas. 
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“The sections of glands from the 2 cm. broad zone immediately 
below the retraction swelling were, however, found to be quite 
different in appearance. Here it is a case of round, or long, but 
never acinous-shaped interstitial spaces, which, while also having 
a cylindrical epithelium with basal nuclei in the narrower parts, 
possess a cubical epithelium in the walls of the larger spaces 
(Plate VII., Fig. 5). We had then to ask ourselves whether we had 
not perhaps after all in these structures glands belonging to the body. 
What led to a decision was the preparation of a pregnant uterus 
from a woman who died from hemoptysis about five weeks before 
her expected confinement without pains having been felt. When 
the hardened preparation was cut through sagittally it was seen 
that the upper part of the cervix had dilated into a funnel-shaped 
structure; the length of the part of the cervix which had not dilated 
amounted to 2°6 cm., while the dilated part measured 17 mm. in 
front and 13 mm. behind. An exact reproduction of the conditions 
of this funnel-shaped dilatation is given in Plate VII., Fig. 1. This 
represents a section through the anterior wall, which shows that the 
membranes are attached firmly to their decidual lining as far as the 
edge of the funnel, but are, on the other hand, separated from the 
mucous lining of the funnel by a layer of mucus. The whole of 
the mucosa in the funnel is covered with a superficial epithelium 
which is absolutely intact, and which extends even for some distance 
beyond the funnel on to the under side of the membranes stretched 
over the funnel.” 

It is interesting, after reading in the paper that reference to the 
uterus in pregnancy is out of court, and that the matter must be 
settled by an appeal to the frozen section of the second stage alone, 
to find a reference to a uterus at the ninth month of gestation to 
clear up the question of the nature of the glands. And are such 
changes in the glands not inconsistent with the thesis, “cervix 
bleibt cervix? ” 

I do not wish to call in question their anatomical data. I think 
that it simply confirms the thesis that the explanation of the 
different conditions found in their preparation and in mine lies in 
two factors (1) that there was a difference in the condition of the 
upper part of the cervical canal before labour set in; and (2) that, 
though there was apparently no obstruction to the progress of the 
head, for some reason (perhaps because the patient was an elderly 
primipara) the posterior wall of the cervix became three times as 
thin in their case as in mine, associated with which thinning there 
was a corresponding increase in length. To put my position in a 
nutshell: if you have before labour a cervix such as was found in 
Waldeyer’s Section, then you will have in the second stage a cervix 
such as was found in my case; if, on the other hand, you have a 
cervix such as they describe, and which has been described by others 
as present during the last weeks of pregnancy (however it be pro- 
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duced), then you may have in labour—provided the cervix becomes 
unusually thin— a cervical canal such as is found in their section. 

The length of the cervix in the second stage is conditioned by 
the anatomical relations before labour begins, just as much as by 
the amount of resistance during it. And a retraction ring may 
develop at some distance above the cervical canal, as my section 
shows. 

It may be said that by assuming a different state of affairs before 
labour begins in the two preparations one is only shifting the diffi- 
culty a stage further back. Precisely so. And that is why I do 
not think that in studying the question of the lower segment we can 
disregard all the work that has been done on the cervix during 
pregnancy. The result of that work has been to show that in differ- 
ent specimens different conditions are found. As to what is the 
normal we are not in a position to state. And to ask what is normal 
is futile. All we can ask is, What is the condition that most 
frequently obtains? 


The weakest position in Bumm’s paper is when he states, “ One 
of us must be wrong.” It recalls the discussion as to how the 
placenta presented—Schultze holding that it was by its centre, 
Duncan that it was by its edge. Further inquiry showed that both 
were right, the presentation being determined by the position of the 
placenta in the uterus. 


In conclusion let me say that we must revise our ideas with 
regard to the lower uterine segment to this extent. (1) The firm 
attachment of the peritoneum can no longer be taken as defining its 
upper limit: abdominal section for hysterectomy shows that the 
loose attachment of the peritoneum extends much higher up than 
was held 20 years ago. (2) The lower uterine segment may be 
defined as that part of the uterus which must be converted into a 
canal so as to allow the fetus to pass. It corresponds to rather less 
than a fourth of the total cavity of the uterus. (3) This part of the 
uterus, by pressure of the contents, has its muscular bundles opened 
up so that it contracts less efficiently when labour sets in. Whether 
the retraction ring forms at the os internum, as it may do in some 
eases, or higher up, will depend on the contractile efficiency of the 
musculature. (4) There must always be a raw surface in the uterus 
corresponding to the area from which membranes are detached in 
the formation of the bag of membranes. It is of course possible 
that the bag of membranes may be formed by the chorion splitting 
and a hernial protrusion formed of the amnion alone, but if the | 
chorion enters into the formation of the bag, then the decidua must 
also; and this means a stripping of decidua off the uterine wall. I 
should be more disposed to define the lower uterine segment in terms 
of the possibility of the uterine muscle being less efficient in this 
area and the fact that the membranes are stripped off this area, than 
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in terms of any anatomical characteristics. The retraction ring is 
where the retracted area ceases. 

Further, no discussion of the lower uterine segment is valid 
which does not take into account all the facts which have been 
brought forward as the result of 20 years’ work on this subject. 
And, to return to the illustration with which we began, the death 
certificate is not in order, and the funeral must be postponed, for 
there is more life in the lower uterine segment than Bumm and 
Blumreich admit. 


BY. 
Note on Zangemeister’s Section. 


This is the third frozen section from rupture of the uterus with 
the foetus in situ which has been published, the others being by 
V. Mars and Zweifel,} and it is the most instructive of the three. 
In V. Mar’s Section more than half of the trunk and lower extremi- 
ties are in the peritoneal cavity, and the empty uterus lies to one 
side. In Zweifel’s Section the child’s head was born, and there is 
uncertainty as to whether the rupture was ante or post mortem. In 
Zangemeister’s case, on the other hand, only a small area of the 
foetal head lay exposed in the peritoneal cavity. The section has 
this further value—that, by making use of a coronal section, the 
lateral relations of the uterus, which are of special interest here, 
have been exposed. 

The patient, aged 29, was a primipara. After the onset of pains 
she continued at her work till 10 a.m., when she called in a midwife. 
At 6 p.m. the membranes ruptured, the os being the size of a two- 
shilling piece. At 5 a.m. next day she sent for a doctor, who found 
a transverse presentation, the right shoulder deep in the pelvis, and 
the foetal heart in the middle line. Failing to turn, he called in, 
at 1.30, another physician, who found the child dead, the lower 
segment thinned, and the contraction ring standing high and 
sharply defined. After further efforts at turning, decapitation was 
tried, without success. The patient was therefore sent to the 
K6nigsberg Maternity at 6 p.m., which meant a journey by road and 
rail, and she died half-an-hour before her arrival there at midnight. 
Two days elapsed before permission was obtained for a post-mortem, 
which showed a small amount of blood-stained serum in the 
peritoneal cavity; the fundus 10°4 in. above the pubes; and on the 
posterior aspect of the uterus to the right side an oval rent 5 in. in 
diameter, running obliquely upwards and towards the middle line. 
From the rent protruded a segment of the fetal head to the extent 
of about half a hen’s egg. The lower corner of the rent was 4 in. 


1. A case by Pinard and Varnier died from rupture of the uterus after the 
expulsion of the foetus. 
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(10 cm.) above the deepest part of the pouch of Douglas, while its 
upper lateral end was 5'6 in. (14cm.) below the fundus. The greater 
part of the head lay underneath the peritoneum in the right iliac 
fossa. Above the head and immediately above the rent the 
retraction ring could be distinctly seen and felt. As the whole body 
could not be obtained, the pelvis, and the part of the spinal column 
above it, was removed with the contents. 

The Atlas contains four plates—(1) The coronal section; (2) same 
showing whole fetus; (3) posterior and (4) anterior views of genital 
tract with foetus removed. The section passes through the acetabula 
and the anterior portion of the rent. As regards its relation to the 
genital tract, more and more of the latter lies behind it as it passes 
downwards. The child is rather short of full-time—35 weeks; the 
placenta, which was on the fundus, is separated throughout, but 
there is no hemorrhage between it and the uterine wall. The pelvis 
is generally contracted, but only to a slight degree, the conjugata 
vera measuring 4 in., and the transverse 5 in. 

He adopts Aschoff’s thesis, that the contracted part of the canal 
produced by the muscular wall, the os internum anatomicum, does 
not coincide with the boundary between the mucosa of body and 
cervix. The retraction ring forms from the musculature situated 
at the former point. Post-mortem change prevented conclusions 
being formed as to the mucosa. 

There are two longitudinal tears—a small one on the left and 
a larger one on the right side. The latter begins in the vagina, the 
walls of which are here 3 mm. thick, extends upwards through the 
cervix so as to expose the parametric tissue through a rent, the 
margins of which are 3°6 in. apart. As it passes further upwards, 
it comes to be more posterior, so that finally it goes through the 
peritoneum behind the insertion of the broad ligament, stopping 
short at the retraction ring. 

As the term “retraction” is applied to the behaviour of the 
individual fibres, he suggests that “concentric adaptation” would 
be a better term to apply to the behaviour of the uterine wall as a 
whole, z.e., “the plastic adaptation of the uterus to the form of its 
contents.” As the outer muscular layers are fixed the inner retract 
more, which implies a sliding of the internal upon the external 
layer. This leads to a concentric diminution of the whole muscle— 
not an eccentric contraction of the wall towards the fundus. 

Nor does the position of the retraction ring in the uterine wall 
change. The upward movement of the retraction ring, which we 
note clinically, is explained by the fact that the fundus uteri cannot 
descend as the result of the expulsion of its contents in cases of 
obstructed labour. A rent may be circular or axial, the latter being 
due to expansion of the canal by its contents—in this case by the 
head and breech being forced within the canal already thinned by 
traction. The introduction of the hand and attempts at turning 
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and decapitation also played their parts. The concentric pulling 
together of the retraction ring slipping back over the fetus leads 
to a relative expansion of the tract below—a point which has not 
received sufficient attention. 

The fact that there was little blood in the peritoneal cavity seems 
to show that the rupture was incomplete at first. And the absence 
of retro-placental hemorrhage shows that the separation of the 
placenta—which would not occur until the fundus had been fully 
retracted—did not take place till the circulation was feeble. Upon 
these facts the conclusion is based that the prolonged labour and the 
attempts at turning produced incomplete rupture, the tear into the 


peritoneal cavity being a later occurrence during the transportation 
of the patient. 


The chief point of interest in this section is the light it throws 
on the difference between complete and incomplete rupture. While 
the peritoneal relations are not exactly indicated in this section, the 
reflection of the peritoneum seems to be high up above the level of 
the brim at either side—it corresponds, in fact, to a section I 
described from the first stage of labour—and it is interesting to 
note that at the sides we have an extensive incomplete tear; that 
is to say, the peritoneal cavity is not opened into. It is only when 
the tear has extended towards the posterior aspect of the uterus that 
the peritoneum has given way. The section therefore illustrates 
the point I drew attention to in describing the lateral relations of 
the peritoneum and the light which these might throw on the 
difference between complete and incomplete rupture.! 

As to whether the rent involved the cervix only, or extended into 
the body of the uterus, we have no conclusive evidence. Zange- 
meister evidently inclines to the view that the thinned area which 
tore was cervical only—at least as far as its muscular wall is con- 
cerned. This is borne out by the statement that the retraction ring 
represents the os internum of the old anatomists. 

His distinction between axial and circular tears is interesting, 
and the explanation of the production of the former in this case 
we quite endorse. The evidence, however, as to its not becoming 
a complete tear until after the circulation had practically ceased 
is not conclusive, because hemorrhage at the placental side is not 


a necessary consequence of separation of the placenta in normal 
labour. 


Résumé. 


1. A review of the literature shows that several pregnant uteri 
have been described in which the “ decidual reaction ” extends below 
the os internum. While some find in these specimens the indication 


1. Edinburgh Obstetrical Transactions, vol. xii., 1886-1887, p. 46. 
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of transitional physiological changes through which the uterus in 
pregnancy always passes, the weight of evidence is in favour of their 
being aberrant types. 

2. Bumm and Blumreich found in a frozen section from the 
second stage a cervical canal measuring 2°2 inches in front, and 
from 3} to 43 inches behind; also a retraction ring posteriorly 
immediately above cervical mucosa. Hence they inferred that the 
cervical canal in the Author’s section must be as long posteriorly, 
that the retraction ring was there also at the os internum, and that 
the membranes described as partly growing, partly separated, were 
artifically stuck on. 

3. Proof has been given—(1) that there is a decidual-lined area 
below the retraction ring in the Author’s section; (2) that a shorter 
length of the cervix agrees with a greater thickness; (3) that in this 
case the retraction ring is some distance above the os internum; 
(4) that therefore there is here a lower uterine segment which is not 
stretched cervix but part of the wall of the body of the uterus. 

4. The thinness of the cervix posteriorly in Bumm and Blum- 
reich’s Section is abnormal; and the epithelium of the glands in the 
upper part of the so-called cervical mucosa is not that of normal 
cervical glands. 

5. Zangemeister’s Section shows that in rupture of the uterus 
the tear is incomplete so long as it is lateral, but becomes complete 
when it extends to a part where the uterus is covered with 
peritoneum. 

Discussion as to what is normal is futile. What has to be 
ascertained is, what is most frequent. Generalisations from one 
specimen are inadequate. 


DESCRIPTION OF PLATES. 
Puate I. 


Genital Tract from Author’s Case that died towards the end of the Second 
Stage.? (4) :— 

m, Membranes, attached down to wavy line x but separated below; p, placenta; 
rr, retraction ring; sp, sacral promontory; uvp, utero-vesical peritoneum ; ppd, pouch 
of Douglas; nf, ridge corresponding to neck of child; oi, os internum and oe, os 
externum, cervix being shaded; b, limit of bladder behind pubes; u, urethra; av, pv, 
anterior and posterior vaginal walls; 7, rectum; a, stretched anus; v, vulva; pb, 
perineum stretched. 

The cervical canal measures 1°7 ins. anteriorly, and 1‘3ins. posteriorly; the mem- 
branes are still attached below the retraction ring (see Plate IV), but separated lower 
down (see Plate III, Fig. 1). 


Pirate IT. 


Genital Tract from Bumm and Blumreich’s Case that died in the Second Stage. 
The placenta is on the anterior wall, and comes down to the os internum. 


1. From the Author's Atlas of the Anatomy of Labour, 3rd edition, Plate X XIII. (reduced to one-third). 
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The cervical canal measures 2'2 ins. in front. 

The uterus shows a thinner (less retracted) wall at the fundus and posteriorly 
than in Plate I; and the retraction ring is less developed. The distance between it 
and the posterior lip of the cervix is 5ins.; and over the greater part of this area 
are cervical glands—cf. Plate III, Fig. 2—and free membranes. 


Prats IIT. 
Fig. 1. 

Reproduction of micro-photograph’ of posterior wall of lower uterine segment 
and cervix, beginning 1'25cm. below retraction ring, and extending to the osexternum 
(reduced 7/,, i.e., twice the size of preparation), taken from section in Plate I :— 

1. and 2. Membranes (decidua and chorion), unseparated. 
3. Membranes detached and unfolded. 
4. Decidua. 
5, 6 and 7. Cervical glands. 
8. Os externum. 
9. Vaginal epithelium. 
10. Posterior fornix. 
N.B.—The os internum lies between 4 and 5. 


Fig. 2. 

Reproduction of micro-photograph of posterior wall of cervix from Bumm and 
Blumreich’s Section, including retraction ring and upper half of stretched cervix 
(reduced 7/,,, so as to bring it to same scale as Fig. 1, t.e., twice the size of 
preparation) :— 

. Retracted musculature of the body. 

. Firm attachment of the membranes. 

. Boundary line between musculature of body and cervix. 
. Beginning of cervical glands. 

. From here downwards, typical cervical glands. 

. Detached membranes (amnion and chorion). 

. Stretched cervical musculature. 


Prate IV. 
Fig. 1. 
Micro-photograph of membranes from immediately above the point of their 
separation (between 2 and 3 in Plate III, Fig. 1). Showing decidua and chorion, 
decidua evidently growing from the uterine wall and not stuck on by pressure. 


Fig. 2. 
Section taken higher up (from 2), showing chorion and decidua, the latter growing. 


in sttu. 


1, From the Author's Atlas, 3rd edition, Plate XXIV. 
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On One Hundred Consecutive Hysterectomies for 
Fibroids attended with Recovery: and Observa- 
tions on Injuries of the Ureters. 


By J. Brann-Surton, F.R.C.S. (Eng.), 


Surgeon to the Middlesex Hospital and Senior Surgeon to the 
Chelsea Hospital for Women. 


Tue Chicago Journal, Surgery, Gynecology and Obstetrics, for 
February, 1908, contains an editorial by Prof. J. Clarence Webster, 
with the odd title of “The Irreducible Minimum,” in which he 
draws attention to “a series of statistics relating to the operation of 
hysterectomy collected from various well-known German clinics. 
The mortality varied from 5 to 14 per cent., the average being, for 
the entire series, which numbered several hundred, about 8 per cent. 
He asks somewhat pertinently : “ Are these mortality percentages the 
lowest possible?” Do they represent the attainment of the irreducible 
minimum? He adds, “Emphatically not.” This opinion I 
thoroughly endorse, and it occurred to me that it would be useful to 
show that it is possible, in hospital practice, to obtain an irreducible 
minimum far below the level represented by such statistics. 

During the years 1906 and 1907, I performed hysterectomy for 
fibroids in the Middlesex Hospital, and the Chelsea Hospital for 
Women on 101 patients. These women recovered, and their sub- 
sequent condition, as far as could be obtained, is set forth in an 
appendix. Hysterectomy was performed also for cancer, dys- 
menorrhea, fibrosis, and septic conditions; the subjects of these . 
operations recovered, and during the period 1906 and 1907, the 
patients under my care in both hospitals who were submitted to 
hysterectomy recovered. Moreover, the Registrars of these hospitals, 
Mr. Somerville Hastings, F.R.C.S., and Mr. Stanley Dodd, M.A., 
M.B., have compared the returns with the hospital registers under 
their charge, and allow me to state that they have verified them. 

Although these patients recovered one narrowly escaped death 
on account of a curious combination of accidents, namely intestinal 
obstruction and injury to an ureter. The case is so full of interest 
that I venture to give it in detail. 


Subtotal Hysterectomy for a soft, rapidly-growing Fibroid; 
Intestinal Obstruction; Injury to Ureter; Nephrectomy. 


A spinster, 38 years of age, came under my care in the Chelsea 
Hospital for Women (No. 54 in the appendix), on account of a 
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large uterine tumour reaching well above the umbilicus. The tumour 
was so soft that it made me cautious in dealing with it on 
account of the way it simulated a gravid uterus. The doubt 
concerning the nature of the enlargement of the uterus led me to 
postpone operative interference for several weeks. I performed sub- 
total hysterectomy on February 4th, 1907. The tumour involved the 
whole uterus; both ovaries being enlarged and cystic, were removed 
also; the left one adhered to the floor of the pelvis and its detachment 
left a rough surface in that situation. The patient’s condition was 
not satisfactory after the operation, and on the eighth day, as there 
was no doubt in my mind that she had intestinal obstruction, I re- 
opened the abdomen. The sigmoid flexure had become adherent to 
the rough surface on the floor of the pelvis, from which the left ovary 
had been detached. On setting free the sigmoid I noticed two 
ounces of turbid fluid in the pelvis, which had a strong urinous 
odour, and I immediately suspected that the bladder had been 
injured, but a careful examination failed to lead to the detection of 
a leak. However, I took the precaution to drain with a wide rubber 
tube. A few days later a large swelling appeared in the right loin, 
and persisted for a few days: it then suddenly disappeared co- 
incidently with a free gush of urine through the drain-tube. In a 
few days clear urine regularly escaped by the tube, and observation 
showed that exactly one-half of the urine excreted by the patient, 
made its way through the tube and was caught in a bottle; the other 
half, the patient voided naturally by the urethra. The woman was 
carefully nursed for several weeks with the hope that the hole in the 
ureter would spontaneously close. Hopes in this direction were not 
realized. I then opened the abdomen, thinking to engraft the cut 
end of the ureter into the bladder (uretero-cysto-neostomy). The 
softened condition of the tissues would not permit me to carry out 
this conservative measure, so I removed the kidney through an 
incision in the loin. The patient made a quick recovery, and her 
condition, a year after the operation, was very satisfactory. 

The events in this case are somewhat remarkable, and worth 
study, as they show that an injury to a ureter in the course of 
a subtotal hysterectomy is a serious mishap. Ureters are often 
damaged in the course of a total or a vaginal hysterectomy; in these 
circumstances if the injury is not recognized in the course of the 
operation it soon becomes obvious, for urine will soon trickle through 
the vagina, and this obtrusive manifestation cannot be overlooked. 
In the patient, the subject of these observations, the fact that she 
had sustained an injury to her ureter was accidentally detected from 
the unusual circumstance that she also suffered from intestinal 
obstruction as a sequel of her operation. In her case I think that in 
sewing together the layers of the right broad ligament I transfixed 
the ureter; the urine which escaped was small in quantity in the 
early days after the operation, and most of it leaked into the 
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retro-peritoneal tissue and ascended into the perinephric tissue; in 
due course the ligature ulcerated through the ureter and allowed the 
accumulated urine to make its way directly into the pelvic cavity 
and escape through the drainage tube. This woman certainly owes 
her life to a rare concatenation of accidents. This case caused me 
great anxiety for several weeks, and it induced me to look into the 
question of injury to the ureters very carefully. As a matter of fact 
since the vulgarisation of hysterectomy, injuries of the ureters have 
become common; nearly all are inflicted in cases where the neck of 
the uterus is removed as in total abdominal hysterectomy, and in 
vaginal hysterectomy, because the vesical segments of these ducts 
come into close relationship with it. 

British surgical and gynecological periodical literature contains 
very little concerning ureteral injuries, but it is only necessary to 
look into the pages of the Zentralblatt fiir Gyndkologie to find ample 
evidence that the integrity of the ureters is frequently sacrificed 
to modern pelvic surgery. 

Blau published statistics from Chrobak’s Klinik in Vienna 
showing that in the interval, January 1900 to January 1902, the 
ureters were injured 15 times. In total hysterectomy 7 times: in 
the course of ovariotomy on 3 occasions. 

Sampson stated that from August 1889 to January 1904 (a period 
of forty months), the uterus was removed 156 times for cancer of 
its neck at the Johns Hopkins Hospital, Baltimore, and the ureters 
were injured 19 times. The injuries were of various kinds, such as 
“ligating, clamping, cauterising, cutting.” 

In subtotal hysterectomy for fibroids the risk of injuring a ureter 
is not great. Thus Deaver writes that in the course of 250 abdominal 
hysterectomies he injured the ureter once, but the accident entailed 
the death of the patient. 

I have performed hysterectomy on 1000 occasions and injured 
the ureter once; my patient, as the facts just detailed abundantly 
prove, had a narrow escape for her life and lost a kidney. 

I have been present on five occasions when an ureter was injured. 
Four of the operations were for the removal of the uterus, and one 
was an ovariotomy. Four of the patients died. 


The injuries to which the ureters are liable in the course of 
hysterectomy are as follows :— 

1. One or both ureters have been included in the ligatures applied 
to the uterine arteries. 

2. One or both ureters have been cut or completely divided with 
scissors or knife. 


3. A segment of a ureter 7cm. in length has been accidentally 
exsected. 
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4. One or both ureters have been compressed by clamps applied 
to restrain bleeding in the course of vaginal hysterectomy, and 
subsequently sloughed. 

5. Ureters exposed in the course of “radical” operations for 
cancer of the neck of the uterus often slough. 

6. A ureter is sometimes transfixed by a needle and thread when 
sewing the layers of the broad ligament together in the course of a 
subtotal hysterectomy. 

The most dangerous injury to the ureters occurs in the course of 
a subtotal hysterectomy, because often it is not recognized at the 
time of the operation. In such circumstances the urine will slowly 
leak into the connective tissue of the broad ligament and form an 
extravasation extending into the loin. In some cases the fluid will 
leak directly into the pelvis, and a sinus will form in the abdominal 
wound and allow the urine to escape; this may be the first intimation 
that a ureter has been injured, whereas when a ureter has sustained 
damage in the course of a total abdominal or a vaginal hysterectomy, 
the leakage of urine along the vagina will quickly apprise the surgeon 
of the accident. 

There is another form of injury to the ureter which should be 
mentioned. Occasionally a fibroid, but more often a cyst or tumour 
arising from the base of the broad ligament, will involve the corre- 
sponding ureter and carry it upwards in such a way that when the 
layers of the broad ligament are reflected, the ureter will be found 
crossing the crown of the tumour like a strap. In such a case the 
pressure has usually exerted a banal influence on the kidney, and 
it is usually in the condition known as sacculation. In a case under 
my own care in which I attempted to remove a malignant tumour of 
the broad ligament, and in which the ureter ran over its upper pole 
in this way, thinking it was an adhesion, traction was made upon it, ~ 
and the ureter came away with a portion of the renal pelvis. At the 
post mortem examination the kidney was merely a thin-walled sac 
with purulent contents. 

In all cases in the course of an abdominal hysterectomy it is 
useful for the surgeon to inform himself of the condition of the 
kidneys. Recently in performing a subtotal hysterectomy one of 
the fibroids burrowed deeply between the layers of the left broad 
ligament. When all the bleeding was checked I looked carefully 
to determine that the ureter was safe and found it kinked by the 
ligature applied to the corresponding uterine artery: the ligature 
was at cnce removed. On palpating the kidneys I found the right 
kidney small, shrunken and useless. Fortunately the woman 
recovered. 

The method of treating an injured ureter varies greatly, and will 
depend not only on the extent of the damage, but also on the time at 
which it is recognized. For example, if the surgeon recognizes the 
injury in the course of the operation, he will be able to deal with it 
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at once. This we may term immediate treatment. The more difficult 
cases are those in which the injury is unrecognized at the time of 
the operation and only becomes obvious a few days later: the treat- 
ment in such circumstances may be called secondary. 

The primary treatment of an injury to a ureter in the course of 
a pelvic operation will depend in a large measure on the ability, 
judgement, and experience of the surgeon, as well as on the extent of 
the injury. For example, if the ureter be partially divided, the 
opening may be closed with sutures of thin silk; when the duct is 
ecmpletely divided, the cut ends may be invaginated, the upper into 
the lower and retained in position by suture. When 5 centimetres or 
more of the ureter have been accidentally exsected none of these 
methods is applicable; in such circumstances several plans have been 
tried. Of these the simplest is ligature of the proximal end with 
the hope of inducing atrophy of the kidney. In several recorded 
instances this has proved successful. The surgeon who adopts this 
method should satisfy himself that the patient has another kidney 
and that it is, as far as he can ascertain at the time, healthy. Some 
surgeons who have divided a ureter have promptly removed the 
corresponding kidney; others have secured the proximal end in the 
upper angle of the abdominal incision and removed the kidney 
subsequently. 

It has been suggested that when a portion of a ureter has been 
resected and the proximal end cannot be engrafted into the wall of 
the bladder, it should be turned into the cecum, or the sigmoid 
flexure, according to position, and thus preserve to the patient the 
kidney, and save her the distress of a urinary fistula. This method 
has not found favour with practical surgeons. The most promising 
procedure consists in engrafting the proximal end of the cut ureter 
into the bladder. This is known as ureterocystoneostomy, an 
operation which has been made the subject of a valuable thesis by 
Dr. Lutaud. This thesis appears to have been inspired as a result 
of two successful operations performed by Ricard. The principle of 
this method is as follows : — 

The abdomen is opened by the usual median subumbilical in- 
cision and the peritoneum covering the damaged duct is incised, and 
its proximal end exposed: the mucous membrane of the ureter is 
reflected like a cuff (see Fig. A). An opening is made in the 
bladder-wall in a situation convenient for making the junction, and 
two centimetres of the ureter are allowed to project freely into the 
vesical cavity, “a la facon d’un battant de cloche.” Sutures are in- 
serted at two stages, namely to secure the ureter to the vesical mucous 
membrane, and at the muscular coat of the bladder. The sutures 
should be of thin catgut and must not perforate the bladder, or the 
ureteral walls. The bladder itself near the junction should be 
attached by sutures to the adjacent peritoneum to prevent dragging. 

Lutard significantly points out that we know little of the sub- 


4 
ate 
ae 


A diagram to represent the relation of parts after Ricard’s operation of uretero- 
cystoneostomy (after Lutard). A. The proximal end of the ureter with the mucous 
membrane reflected. B. The wall of the bladder showing the mode of fixing the 
ureter to its walls, 1 and 2 sutures. 
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sequent fate of ureters which have been engrafted into the bladder. 
The immediate results have been successful, but there is good reason 
to believe that when a ureter has been engrafted into the bladder, 
its walls become sclerosed by a chronic ureteritis, and its lumen is 
gradually stenosed. These changes take place slowly and cause 
little or no discomfort either in connection with the kidney, or the 
bladder, so that they pass unnoticed. 

If the opinion expressed by Lutaud, that the ureter becomes 
stenosed after ureterocystoneostomy is found to be a constant, or 
even a frequent sequel to the transplantation of a ureter into the 
bladder, it will cause surgeons to be careful, and not follow too 
literally the advice given by some writers to the effect, that in 
performing the “ radical operation ” for cancer of the cervix, if the 
ureters are implicated these ducts may be divided and their proximal 
ends engrafted into the bladder. 

It has happened that after nephrectomy for the cure of a 
ureteral fistula, the sequel of a “ radical operation,” the remaining 
ureter became thoroughly blocked by recurrent growth and the 
patient died from anuria. 

In the cases where the injury to a ureter has been overlooked in 
the course of an operation, many difficulties arise before the true 
conditions are appreciated. In some instances they soon become 
obvious: for example Purcell, in 1898, performed an abdominal 
hysterectomy and, a few hours later, the patient had complete anuria. 
The abdomen was re-opened 58 hours after the operation and the 
distended ureters were easily recognized behind the ligatures applied 
to the right and left uterine artery respectively. The ligatures were 
removed, the swellings quickly subsided, and urine reached the 
bladder. The woman recovered. 

When a ureter is injured in the performance of total hysterectomy, 
urine escapes by the vagina, and at first there may be some doubt 
whether the leak is due to an injury to the bladder or to the ureter. 
In such conditions the quantity of urine voided from the bladder is 
compared with that which escapes from the vagina: if the quantities 
are equal or nearly equal, the leak is in a ureter. When a vaginal 
leakage occurs a few days after a vaginal hysterectomy, it is probably 
due to necrosis and sloughing of a ureter, or the duct may have been 
included in a ligature which has separated by sloughing. 

Noble, in 1902, published an interesting series of injuries to the 
ureter: one of these is of great value because it proves that a ureter 
may be accidentally ligatured and give rise to no symptoms : — 

A woman, 33 years of age, was submitted to vaginal hysterectomy 
for cancer of the neck of the uterus complicated with pregnancy. 
She died four days after the operation, and at the post mortem 
examination the left ureter was found occluded with a ligature. 
The ureter and pelvis of the kidney were distended with urine. 

The urine voided during the four days amounted on the first day 
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to 480 ce. (16 0z.); second day, 780 cc. (260z.); third day, 1440 ce. 
(48 oz.); fourth day 960 ce. (320z.). These quantities would lull 
suspicion in regard to any patient, but the facts of the case are 
sufficient to raise suspicions of another kind, namely that it is 
possible and probable that a ureter has been ligatured in the course 
of an operation, and that the patient has recovered, without anyone 
having a suspicion that such an accident has happened. 

As soon as the surgeon clearly establishes the existence of a 
ureteral fistula he is beset with the necessity of deciding which duct 
is the seat of damage. Some years ago when it was the practice 
to remove the kidney for a persistent ureteral fistula, the decision 
involved the surgeon in a grave responsibility, for the removal of the 
wrong kidney could only be regarded as a catastrophe for the patient. 
Morris has recorded a case in which this actually happened. A 
woman had total hysterectomy performed for a cervical fibroid by a 
gynecologist: in the course of the convalescence a ureteral fistula 
was recognized, and as this failed to close spontaneously a surgical 
colleague performed nephrectomy, and next day found to his chagrin 
that he had removed the kidney belonging to the uninjured ureter. 
Serious accidents of this kind are less likely to happen now, because 
the surgeon can avail himself of the cystoscope and ureteral catheter; 
with these instruments it is possible, not only to decide with certainty 
which ureter is injured, but also to determine the position and extent 
of the damage. 

It is important to remember that every ureteral fistula does not 
require an operation. It is always advisable when it has been clearly 
established that a woman has a leaking ureter to wait a little, 
certainly six weeks, for many fistule of this kind will gradually 
close. In describing a case of this kind, Jonas draws attention to a 
cystoscopic sign of some value. He performed total hysterectomy 
for fibroids; on the tenth day the nurse reported the escape of urine 
by the vagina. The daily output of urine from the bladder which 
had averaged 50 ounces fell to 25 ounces. On cystoscopic examina- 
tion, urine could be seen issuing from the right ureteral orifice: at 
first the left orifice could not be seen, but on careful watching a 
movement was detected similar to the contraction of a ureter dis- 
charging urine, but no fluid came from the opening. This is known 
as Leergehen (empty contraction), and it indicates that there is a 
lateral opening, but not complete interruption in the continuity of 
the ureter. Such a case should have an opportunity of healing 
spontaneously. This happened in Jonas’ patient. 


APPENDIX. 


This appendix contains brief details of 101 patients who were 
submitted to hysterectomy for uterine fibroids at the Middlesex 


Hospital, and the Chelsea Hospital for Women, during the years 
1906 and 1907. 
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The patients recovered, and the Registrars verified the cases in 
the hospital books. The statements regarding the subsequent con- 
dition of the patients were obtained either by the personal attendance 
of the women at the hospital, or a report by the medical attendant, 
but in the majority of instances they were furnished by a letter in 
reply to a letter of inquiry. I failed to obtain a reply from ten 
patients, the letter in these instances being returned through the 
post. 

I have avoided using the patients’ initials and the names of their 
medical attendants, as this is apt, and does occasionally lead to 
identification by their friends, which occasionally produces dis- 
agreeable consequences. 


Cuetsea Hospirat ror Women, 1906. 


Case 1. Housewife, 34. Total. Bilateral hydrosalpinx, January 
15th, 1906. Patient reported in good health, eighteen months later. 
Letter from medical attendant. 

Case 2. Housewife, 42. Subtotal, January 15th, 1906. No reply 
to letter, 1908. 

Case 3. Housewife, 49. Total, January 15th, 1906. Good report 
from the patient, March 1908. 

Case 4. Housewife, 37. Subtotal, January 22nd, 1906. Good 
report, March 1908. 

Case 5. Housewife, 51. Subtotal, January 29th, 1908. Letter 
returned “ Gone away.” 

Case 6. Housewife, 38. . Total; cervix fibroid, January 29th, 
1906. In good health three months later. Personal visit before 
leaving for Cape Town. 

Case 7. Spinster, 41. Subtotal operation, February 26th, 1906. 
Good report, March 1908. 

Case 8. Nurse, 31. Subtotal, February 26th, 1906. Good report 
from patient, March 1908. 

Case 9. Nurse, 43. Subtotal, March 12th, 1906. In good health 
and able to resume the care of patients. Letter, March 1908. 

Case 10. Housewife, 43. Subtotal, March 12th, 1906. In good 
health, March 1908. Letter from medical attendant. 

Case 11. Housewife, 39. Subtotal, March 12th, 1906. Hystero- 
pexy and right odphorectomy 2 years previously. Improved since 
the operation but remains more or less an invalid. Letter, March 
1908. 

Case 12. Spinster, 39. Subtotal; cervical fibroid, March 19th, 
1906. Satisfactory report, March 1908. 

Case 18. Housewife, 44. Subtotal, April 2nd, 1906. Reported 
to be in excellent health 20 months later by medical attendant. 

Case 14. Spinster, 37. Subtotal, Fibroid with red degeneration, 
April 30th, 1906. Bilateral odphorectomy 9 years previously. 

Fragment of ovary present. Fair report, March 1908. 
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Case 15. Housewife, 42. Subtotal, May 7th, 1906. “In excel- 
lent health.” Patient’s letter, March 1908. 

Case 16. Housewife, 35. Subtotal, May 15th, 1906. Reported 
herself in good health 18 months later. 

Case 17. Spinster, 35. Subtotal. Huge fibroid invading broad 
ligament, May 28th, 1906. In perfect health and able to go about 
her household duties without fatigue. Letter, March 1908. 

Case 18. Spinster, 29. Subtotal, large fibroid, June 4th, 1906. 
A good report from patient, March 1908. 

Case 19. Housewife, 51. Subtotal for diffuse adeno-myoma, 
June 11th, 1906. In good health, March 1908. Personal visit. 

Case 20. Masseuse, 45. Subtotal, June 18th, 1906. In excel- 
lent health and resumed her work as a masseuse. Letter, 1908. 

Case 21. Housewife, 50. Total, September 24th, 1906. Letter 
returned “ Gone away,’ March 1908. 

22. Housewife, 50. Subtotal, October 8th, 1906. Satisfactory 
report from patient, March 1908. 

Case 23. Housewife, 52. Subtotal; huge fibroid, October 22nd, 
1906. In good health March 1908. Patient’s letter. 

Case 24. Housewife, 57. Subtotal: complicated with a large 
right ovarian cyst, October 29th, 1906. 

Case 25. Spinster, 28. Subtotal. Myxomatous fibroid: large 
lutein cyst in ovary, November 5th, 1906. “In the best of health.” 
Extract from patient’s letter, March 1908. 

Case 26. Nurse, 39. Multiple fibroids, severe menorrhagia. 
Subtotal, November 26th, 1906. Excellent report from the patient, 
March 1908. 


Mippiesex Hosprrat, 1906. 


Case 27. A Brazilian woman, 45. Children’s nurse. Subtotal, 
February 13th, 1906. Not traced. 

Case 28. Housewife, 42. Subtotal, February 23rd, 1906. Satis- 
factory report, March 1908. Letter from patient. 

Case 29. Housewife, 56. Subtotal for fibroid complicated with 
a large ovarian cyst, March 10th, 1906. Patient complains of much 
abdominal discomfort, March 1908. 

Case 30. Housewife, 45. Total, March 17th, 1906. “ My health 
has improved in a wonderful manner.” Patient’s letter, March 1908. 

Case 31. Housewife, 38. Subtotal, March 27th, 1906. Good 
report, March 1908. Patient’s letter. 

Case 32. Spinster, 31. Subtotal, April 21st, 1906. Good report 
from patient, March 1908. 

Case 33. Spinster, 44. Subtotal, May 5th, 1906. Bilateral 
odphorectomy 18 months previously. Had been bedridden 9 years. 
For a time after the operation she went about the village, then took 
to bed and invalid ways again. Report, March 1908. 
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Case 34. Spinster, 44. Subtotal, May 5th, 1906. Pregnant 
dead fetus of the fourth month; large cervical fibroid. In good 
nealth six months later. Report from medical attendant. 


Case 35. Spinster, 42. Subtotal, May 15th, 1906. Letter re- 
turned, “ Gone away.” 


Case 36. Housewife, 40. Subtotal, May 29th, 1906. Letter re- 
turned, “ Gone away.” 


Case 37. Housewife, 46. Subtotal, June 16th, 1906. Letter re- 
turned, “‘ Gone away.” 

Case 38. Midwife, 39. Subtotal, June 26th, 1906. Reported 
herself a year later in excellent health. 

Case 39. Spinster, 50. Subtotal, June 30th, 1906. Good report, 
March 1908. 

Case 40. Nurse, 32. Subtotal, July 3rd, 1906. In good health, 
February 1908. Statement from patient’s sister. 

Case 41. Spinster, 38. Subtotal, July 3rd, 1906. Not traced. 

Case 42. Spinster, 48. Subtotal, July 17th, 1906. Good report, 
March 1908. 

Case 43. Spinster, 45. Subtotal, July 17th, 1906. Good report : 
patient has suffered from sleeplessness since the operation, March 
1908. 

Case 44. Housewife, 40. Subtotal, July 24th, 1906. Good re- 
port from patient, March 1908. 

Case 45. Housewife, 49. Subtotal, July 24th, 1906. Good re- 
port, March 1908 from medical attendant. 

Case 46. Spinster, 39. Subtotal, July 24th, 1906. “ My health 
is wonderfully improved since the operation.” Patient’s letter, 
March 1908. 

Case 47. Housewife, 35. Subtotal, September 4th, 1906. Good | 
report, March 1908. 

Case 48. Spinster, 38. Subtotal. Cervical fibroid, September 18th, 
1906. Satisfactory report from patient, March 1908. 

Case 49. Housewife, 41. Subtotal, October 3rd, 1906. An 
invalid in March 1908. Letter from husband. 

Case 50. Housewife, 65. Subtotal. Huge fibroid of the broad 
ligament, December 4th, 1906. Good report, March 1908. 


CueEtsEA Hospirat For Women, 1907. 


Case 51. Housewife, 46. Subtotal, January 14th, 1907. In 
excellent health, April 1908. Personal visit. 

Case 52. Spinster, 27. Subtotal. Uterus beset with a large 
number of small fibroids, January 21st, 1907. “‘ Enjoying better 
health than she has done for years.” Patient’s letter, March 1908. 

Case 53. Spinster 83. Subtotal, January 28th, 1907. Morbus 
cordis. Good report, March 1908. 
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Case 54. Spinster, 38. Subtotal, February 8th, 1907. Soft, 
rapidly growing tumour. Injury to ureter. See extended note at 
the beginning of the paper. Good report, March 1908. 

Case 55. Housewife, 45. Subtotal, February 18th, 1907. “A 
better woman in health than I have been for many years.” Extract 
from patient’s letter, March 1908. 

Case 56. Spinster, 49. Subtotal, March 4th, 1907. “I can never 
feel thankful enough that I had the operation done.” Extract from 
patient’s letter, March 1908. 

Case 57. Housewife, 43. Total, March 11th, 1907. Good report, 
March 1908. 

March 58. Housewife, 43.. Subtotal, April 8th, 1907. Good 
report, March 1908, from medical attendant. 

Case 59. Spinster, 41. Subtotal, April 15th, 1907. Satisfactory 
report, March 1908. 

Case 60. Housewife, 35. Multiple fibroids with early pregnancy, 
a fibroid near the right uterine cornu was so soft and acutely tender 
that it led me to think that it was a tubal pregnancy. Subtotal, 
May 6th, 1907. In good health three months later. Communication 
from medical attendant. 

Case 61. Spinster, 46. Subtotal, May 13th, 1907. “I am better 
now than I have been for some years.” Patient’s letter, March 1908. 

Case 62. Spinster, 55. Subtotal, May 13th, 1907. “ You will 
be surprised to learn that I got married very soon after” (the opera- 
tion). Extract from patient’s letter, March 1908. 

Case 63. Housewife, 49. Subtotal, May 27th, 1907. “Has 
never felt so well.” Extract from patient’s letter, March 1908. 

Case 64. Spinster, 30. Subtotal, June 10th, 1907. <A large 
ovarian cyst was removed in 1905. Good report, March 1908. 

Case 65. Widow, midwife, 47. Subtotal, June 17th, 1907. Good 
report, March 1908. Patient contemplating remarriage. 

Case 66. Housewife, 38. Subtotal, June 24th, 1907. Hystero- 
pexy for prolapse. Good report, March 1908. 

Case 67. Spinster, 44. Subtotal, June 24th, 1907. Good report, 
March 1908. 

Case 68. Spinster, 44. Subtotal, July Ist, 1907. “I am now 
stronger than for years,” March, 1908. 

Case 69. Spinster, 52. Subtotal, September 2nd, 1907. Good 
report, March, 1908. 

Case 70. Spinster, 44. Subtotal, September 22nd, 1907. Good 
report, March, 1908. 

Case 71. Spinster, 33. Subtotal, October 7th, 1907. Personal 
visit to hospital, March, 1908. 

Case 72. Housewife, 45. Subtotal, October 21st, 1907. Reported 
herself in good health. Letter, February 26th, 1908. 

Case 73. Housewife, 29. Subtotal, October 28th, 1907. Reported 
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herself in February, 1908. After leaving hospital had phlebitis 
5 weeks. Convalescent, and leaving for Natal. 

Case 74. Spinster, 42. Subtotal, October 28th, 1907. Good 
repert, March, 1908. 

Case 75. Housewife, 38. Subtotal, November 4th, 1907. 
Condition satisfactory, except for a sinus in the track of the drain 
tube, March, 1908. 

Case 76. Housewife, 41. Subtotal, November 25th, 1907. Good 
report, March, 1908. 


Mippiesex Hosprtat, 1907. 

Case 77. Housewife, 38. Subtotal, January 12th, 1907. Good 
report, March, 1908. 

Case 78. Spinster, 41. Subtotal, January 15th, 1907. “I 
have never enjoyed such perfect health in my life as I am now 
experiencing since I got my strength back again after the operation.” 
Extract from patient’s letter, March, 1908. 

Case 79. Housewife, 45. Subtotal, February 9th, 1907. “Ihave 
had splendid health since leaving the hospital.” Patient’s letter, 
March, 1908. 

Case 80. Housewife, 45. Subtotal, March 19th, 1907. Good 
report, March, 1908. 

Case 81. Spinster, 39. Subtotal, April 13th, 1907. Most 
grateful for the operation. “ Able to resume my work.” Patient’s 
letter, April, 1908. 

Case 82. Housewife, 37. Subtotal, April 23rd, 1907. Good 
report, March, 1908. 

Case 83. Housewife, 42. Subtotal, April 23rd, 1907. Good 
report, March, 1908. 

Case 84. Spinster, 42. Subtotal, May 4th, 1907. Good report, 
March, 1908. 

Case 85. Spinster, 37. Subtotal, May 14th, 1907. Good report, 
March, 1908. Patient has married since the operation. 

Case 86. Spinster, 40. Subtotal, July 23rd, 1907. Returned to 
America after the operation. 

Case 87. Spinster, 34. Subtotal, July 30th, 1907. In good 
health six months later; returned to Asia in 1908. 

Case 88. Housewife, 46. Subtotal, July 30th, 1907. Good 
report, March, 1908. 

Case 89. Housewife, 56. Subtotal, August 3rd, 1907. Reported 
herself three months later in good health, but complained of a 
rectocele. 

Case 90. Housewife, 45. Subtotal, large gangrenous submucous 
fibroid. August 12th, 1907. Good report, March, 1908. 

Case 91. Spinster, 36. Subtotal, August 22nd, 1907. Reported 
in good health by her medical attendant, February, 1908. She 
suffered from flushings, which were controlled by ovarian extract. 
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Case 92. Spinster, 37. Subtotal, August 31st, 1907. Good 
report, March, 1908. 


Case 93. Housewife, 28. Subtotal, August 31st, 1907. No 
reply to letter, 1908. 

Case 94. Housewife, 41. Subtotal, September 21st, 1907. 
Hysteropexy, myomectomy, and odphorectomy, April 22nd, 1901. 
Good report, March, 1908. 

Case 95. Housewife, 48. Subtotal, October 12th, 1907. This 
patient had a deeper anemia than I have ever observed before. She 
was severely ill for a month after the operation. Good report, 
March, 1908. 

Case 96. Midwife, 53. Huge submucous fibroid honeycombed 
with cancer arising in the corporeal endometrium. Hysterectomy, 
October 18th, 1907. In March, 1908, her medical attendant reported 
extensive recurrence in the abdomen. 

Case 97. Housewife, 50. Subtotal, October 26th, 1907. Good 
report, March, 1908. 

Case 98. Housewife, 53. Subtotal, October 29th, 1907. “ Since 
the operation I have enjoyed very good health.” March, 1908. 

Case 99. Housewife, 45. Subtotal, November 2nd, 1907. Good 
report, March, 1908. 


Case 100. Housewife, 46. Subtotal, November 16th, 1907. Good 
report, March, 1908. 
Case 101. Housewife, 36. Subtotal, November 30th, 1907. 


Patient was an Italian, and could not speak one word of English. 
Unable to trace her. 


The chief points presented by this series of patients may be 
briefly summarized : — 

The youngest patient was in her twenty-seventh, and the oldest 
in her sixty-fifth, year. The ages may be arranged in groups :— 


101 


Thus sixteen had vainly waited for the menopause to bring them 
relief. 
Total hysterectomy was performed on seven patients and the 
subtotal operation in the remainder. It is worthy of note that eight 
of the patients had been trained as nurses or midwives, and that the 
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fibroids caused them to relinquish their occupation. The operation 
has enabled them to resume work with comfort. Two of the patients 
have married since the hysterectomy, and one is contemplating 
re-marriage. 

In one instance the fibroid was complicated with cancer of the 
corporeal endometrium, which had extensively invaded the tumour. 
The operation in this case only gave the patient—a midwife— 
temporary relief. This was the only example of malignant disease 
co-existing with fibroids in the series. The next most dangerous 
complications of fibroids are septic infection of a submucous fibroid, 
and unilateral or bilateral pyosalpinx with fertile pus. 
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A Case of Intra-uterine Death of the Foetus Occurr- 
ing in Six Consecutive Pregnancies: with Observa- 
tions upon the Importance of the Examination of 
the Foetal Tissues for Spirochzta Pallida.’ 


By 
Hersert Witiiamson, M.B., M.R.C.P., 
Assistant Physician Accoucheur to St. Bartholomew’s Hospital; 
and 
Earpiey L. M.D., F.R.CS., 
Obstetrical Registrar and Tutor to King’s College Hospital. 


Tue pathology of ante-natal death is obscure, and has been but little 
investigated. Syphilis is justly regarded as one of the commonest 
causes, and the following case demonstrates that even in the absence 
of a history of infection or of any clinical manifestations of the 


disease in the parents syphilis may be responsible for the death 
of the child. 


A.B., aged 24, was first seen by Dr. Williamson on November 
23rd, 1903. She came to the Royal Waterloo Hospital because she 
had given birth to two still-born children, and, believing herself to 
be pregnant again, wished to know if anything could be done to 
prevent a similar mishap. 

Menstruation commenced at 17, and occurred regularly every 
twenty-eight days until the time of her marriage. She was always 
a healthy girl, and was one of a family of five; her brothers and 
sisters are all married, and all have living children. She married 
at the age of 23, and two months later became pregnant. After 
26 weeks’ gestation she was delivered of a still-born child. Six 
months later she again became pregnant, and again gave birth to a 
dead child at the end of the 28th week. 

Dr. Williamson saw her five months after this event. On 
examination he found she was three months pregnant, but could 
discover no abnormal condition in the pelvis, and no signs of any 
general disease. The question of syphilitic infection was carefully 
inquired into, but with an absolutely negative result. Neither she 
nor her husband had even followed any injurious occupation. The 
cause of the death of the fetus therefore remained a mystery. She 


was treated with small doses of chlorate of potash, and was lost sight 
of for nearly two years. 


* Read at the Obstetrical Section of the Royal Society of Medicine, April 7th, 1908. 
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Spirocheta Pallida in the Liver of the first Macerated Fatus 
examined. Section stained by Levaditi’s method. 
x 1,000 diameters. 
Micro-photograph taken by Dr. Hurry, Bacteriological 
laboratory, King’s College. 


Pie. 2; 


Section from Kidney, stained by Levaditi’s method. 
x 800 diameters. 
(Camera Lucida drawing, by Mr. Arthur Edmunds.) 
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In July, 1905, she again presented herself at the Waterloo 
Hospital. She stated that she had been delivered of a dead child 
at the end of eight lunar months’ gestation in 1904, and of another 
dead child at the end of nine lunar months’ gestation in March, 1905. 
In her last pregnancy she had felt foetal movements a few days 
before delivery. There had been no return of menstruation since 
the birth of the last child. 

On examination she was found to be two months pregnant. 
Nothing more was seen of her until June, 1906, when she returned 
to the Hospital and told us that she had been delivered of a dead 
child after nine lunar months’ gestation. She was not certain when 
she last felt foetal movements. She was once more pregnant, and 
Dr. Williamson impressed upon her the importance of allowing us to 
keep her under observation and to induce labour at about the 32nd 
week. He saw her on September 2nd, and from the size of the 
uterus thought she was then in the 30th week of pregnancy. Fetal 
movements were felt, and the fetal heart was heard. He 
recommended her for admission to Queen Charlotte’s Hospital with 
a view to induction of labour. She was admitted on September 21st, 
and was found to be in labour. The child was still-born. It 
presented by the breech and was macerated. 

The post mortem notes state that the child was premature, 
presumably of about 36 weeks’ gestation, macerated but not foul- 
smelling. The centre of ossification of the lower epiphysis of the 
femur had not appeared. Unfortunately the placenta had been 
destroyed, and was not available for examination. Dr. Holland, 
working with the silver method, examined sections of the liver, the 
spleen and the umbilical cord for the presence of the spirocheta 
pallida. He recorded his results as follows : — 

Liver. Spirocheta are distributed throughout the whole section 
more or less uniformly, but in certain small areas are grouped very 
closely together. Whether these areas correspond to the site of 
blood-vessels it is difficult to say, for the method employed does not 
admit of clear differentiation of the tissues. In the midst of some 
of these areas, however, the presence of red blood corpuscles lying in 
small spaces affords evidence in support of this supposition. The 
organisms are not intra-cellular, but lie between the cells in the 
connective-tissue or lymph spaces. The spirochete themselves have 
been out at different planes and angles. Some are typical with as 
many as fifteen or twenty spirals, others are shorter, whilst some 
have evidently been cut at the summit of the curves and appear as a 
series of dots. The apparent grouping of the spirochetes around the 
blood-vessels of the liver does not justify us in assuming that the 
infection is primarily placental and reaches the fetus through the 
umbilical vessels. It must be remembered that all the blood of the 
foetal circulation passes through the liver, and the presence of, 
spirochetes in or around the hepatic capillaries is not surprising. 
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Spleen. The sections show spirochetes in the same abundance 
as those of the liver, but they are distributed more uniformly, and 
there are no “ clumps” as in the latter organ. 


Umbilical cord. No spirochetes can be detected in the sections. 


The evidence obtained from the study of the dead foetus appeared 
to prove conclusively the presence of a syphilitic infection even in 
the absence of any clinical manifestations of syphilis and in spite 
of a negative history. In the light of our new knowledge we 
investigated the case again. We interviewed and carefully examined 
the husband, and once more made a thorough examination of the 
wife. We failed, however, to find any single fact, either in the 
history or the clinical examination which we could regard as even 
suspicious. In the event of a fresh pregnancy we determined to 
try the effect of a course of treatment by mercury and iodide of 
potassium. We had not long to wait. In May, 1907, the patient 
returned to the hospital. She stated that she had seen no periods 
since the birth of the child, but she believed she was again pregnant. 
On examination this proved to be true. She was ordered small 
doses of mercury and iodide of potassium, and this treatment was 
continued up to the time of the delivery. The stage of gestation 
could be judged only by the size of the uterus as we had no menstrual 
history to help us. When examined on October 17th the uterus 
reached to the costal margin, and the foetal heart could be heard. 
She was therefore sent into Queen Charlotte’s Hospital with a view 
to induction of premature labour. On November Ist she was 
admitted under Dr. Stabb, and on the following day labour was 
induced by the introduction of two bougies. Sixteen hours later 
pains commenced, and at 11 p.m. on November 3rd she was delivered 
of living twins—a boy and a girl. The male weighed 3 lbs. 113 ozs., 
the female 3 lbs. 3} 0zs. Both children were obviously premature, 
and the amniotic sac of the female child contained a large excess 
of liquor amnii. It was clear that we had miscalculated the stage 
of gestation and had induced labour much sooner than we ought 
to have done. 

The female child died on the 5th day and the male child on the 
9th day. Post mortem examinations were made in both cases. In 
the female child no cause of death beyond prematurity could be 
discovered. In the male child there was collapse and broncho- 
pneumonia of both lungs. Neither showed any syphilitic lesion. 
The liver, spleen, the lungs and the kidney of the female child were 
examined by the silver method for the presence of the spirocheta 
pallida. In none of these organs could it be detected. 

The result is disappointing. We were misled by the existence 
of twin-pregnancy and hydramnios into believing that gestation had 
advanced nearly to full term, and the deaths of the children must 
be attributed to our unfortunate mistake. 
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We bring forward this case as a contribution towards the 
pathology of intra-uterine death. The importance of syphilis as a 
causal factor has long been recognized, but hitherto we have had 
to rely upon a history of infection in the parents, or upon certain 
gross lesions exhibited by them or by the dead fcetus, and in the 
absence of such evidence proof has not been possible. Levaditi’s 
method of demonstrating the spirocheta pallida has given us a new 
means of diagnosis and new indications for ante-natal treatment, 
but before the value of these can be established two questions must 
be discussed—(1) what is the evidence upon which it is claimed that 
the spirochzeta pallida is the specific organism of syphilis ? and (2) is 
the method of Levaditi a reliable one for demonstrating the presence 
of the organism ? 

In March, 1905, Schaudinn! discovered in scrapings from an 
excised primary chancre a distinctive spirochete; this he named 
the “ Spirocheta Pallida,” because, in comparison with other spiro- 
chetes, it stained only faintly with Giemsa’s stain. Further observa- 
tions revealed to him the fact that this organism was constantly 
present in casesof primary and secondary syphilis. Later Schaudinn,? 
working with Hoffmann, found it in every one of 70 consecutive 
cases examined. He emphasized the fact that the frequency of its 
discovery in cases of syphilis depended directly on the skill and 
experience of the observer—an observation that has been amply 
confirmed by later workers. As a result of his work Schaudinn 
claimed that the spirocheta pallida (or, as he named it later, the 
treponema pallida) was the specific micro-organism of syphilis. 

The spirocheta pallida is usually 10—15 yw in length. It is spiral 
and contains 8 to 12 sharp regular curves. It may sometimes attain 
a much greater length and contain a correspondingly larger number 
of curves. It tapers slightly towards the extremities, the curves 
becoming less steep. It possesses one flagellum at each extremity ; 
it multiplies by longitudinal fission, the initial stage being shown 
by a doubling of the flagellum at one extremity. There is no 
undulating membrane. Whether it is a protozoon or a bacterium 
is not yet quite settled. Schaudinn believed it to be a protozoon. 
It is stained best in films by Giemsa’s stain. The spirochetes belong 
to a large and widely distributed class of organisms. Schaudinn 
believed the spirocheta pallida to possess morphological charac- 
teristics by which it could be distinguished from other members of 
the group; but we now know that there exist certain spirochetes 
which, by the ordinary staining methods, cannot with certainty be 
distinguished from the pallida. Notable amongst these is the 
spirocheta pertenuis, described by Castellani? as the infective agent 
in yaws. 

The spirocheta refringens is by far the commonest of the class; 
it is often found in the mouth, and most frequently when carious 
teeth are present. The refringens is a thicker and plumper organism 
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than the pallida; its curves are less numerous, flatter, and irregular 
in length and form; its ends are often blunt. Other spirochetes 
have been found in necrotic and ulcerating carcinomata and in 
balanitis. 

Confirmation of Schaudinn’s work quickly came from all sides, 
and soon a vast amount of literature was produced, dealing chiefly 
with the association of the spirocheta pallida with primary and 
secondary syphilitic lesions; and the evidence adduced plainly 
demonstrated the constant association of the organism with this 
disease. Still further proof of the pathogenicity of the spirocheta 
pallida was given by the result of inoculation experiments in 
animals. In May, 1905, Metchnikoff and Roux‘ were able to find 
the organism in the primary lesions of apes inoculated with syphilis, 
and, in November of the same year, as the result of further work,® 
they were able to find it in 74 per cent.of the infected animals, both 
in the primary and secondary lesions. Neisser® could not at first 
find it so often in his infected apes, but later, as the result of 
increased experience in searching for the organism, was able to find 
it in a much greater percentage of cases, in the primary lesions 
and secondary eruptions, but was never able to find it in the 
internal organs. 

So far the organism had been demonstrated only in smear 
preparations, stained best with Giemsa’s stain. Attempts to stain it 
in sections were unsuccessful until Levaditi,’ in 1906, introduced a 
method of silver nitrate staining. This was essentially a modification 
of Ramon-y-Cajal’s method of staining nerve-fibrils. This is the 
method we have employed ourselves, and we propose to give a short 
description of it. 

Thin pieces of tissue must be taken. They are first placed in a 
5 per cent. solution of formalin in distilled water for 24 hours. 
They are then placed in distilled water until they sink; next they 
are transferred to 90 per cent. alcohol for 24 hours. They are then 
again rapidly washed and placed in a 1°5 per cent. solution of 
silver nitrate in distilled water, and kept in an incubator at 37°C. 
in the dark for 5 or 6 days. They are then rapidly washed in 
distilled water, and are developed, still in the dark, for 24 hours at 
the room-temperature in the following solution :— 


After this they are again washed, hardened in alcohol, cleared in 
xylol, and embedded in paraffin. Thin sections are cut, and are 
mounted for examination. The spirochete are stained black, 
connective-tissue fibres dark brown, and protoplasm dark yellow. 
The great essentials for success are that scrupulous cleanliness should 
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be observed, and that the silvering and development should be 
carried out in the dark. Levaditi’s method especially lends itself to 
the examination of the organs of syphilitic foetuses. In addition to 
the case just recorded we have examined at Queen Charlotte’s 
Hospital the organs of seven macerated foetuses, and have found the 
spirochete in great abundance in six. Of these, in five there was 
a history of syphilis in the parents; in the single negative case there 
was no such history. The organs examined were the liver, spleen, 
kidneys and lung, and the spirochete was present in each case in 
all these organs, but most abundantly of all in the liver and lung. 
In the placenta we could never find it. Bab,’ who has examined a 
large amount of material in very great detail, found the spirochete 
in the various organs in the following proportions: lung 87 per cent., 
pancreas 80 per cent., skin 66 per cent., suprarenal 64 per cent., 
spleen 62 per cent., liver 59 per cent., kidney 54 per cent. He found 
it in the umbilical cord in 9 per cent., but never in the placenta. __ 
The spirochetes lie chiefly between the cells of the organ in the 
connective-tissue. They may lie within the cells. Bab has found 
them in the ovum; Gierke ® found them abundantly in the epithelium 
of the bronchioles, and Levaditi found them within leucocytes. 
Levaditi !° and many other observers also found them lying within 
blood and lymph spaces. 

The constant presence of the spirocheta pallida in the organs of 
congenitally syphilitic foetuses, and the absence of all other 
organisms, is a remarkably strong piece of evidence for the specificity 
of the spirocheta pallida as the infective agent in syphilis. 

In 1906, Sahling," an assistant at the Zoological Institute of 
Berlin, published a remarkable paper, in which he attempted to show 
that Levaditi’s method was utterly worthless for the demonstration 
of the spirocheta pallida, and that the so-called “silver-spirochetes” 
were not spirochetes at all, but merely fine nerve-endings, elastic and 
other connective-tissue fibres. He asserted also that although silver- 
sections of organs of these foetuses showed swarms of spirochetes, 
yet if smear preparations of the same organs were taken and stained 
with Giemsa’s stain no spirochetes could be seen. 

To exclude any possibility of syphilis in the material used, he 
took pieces of tissue from the organs of various animals, including 
bears, pigs, monkeys, guinea-pigs, and rabbits. In sections from 
lung, liver, blood-vessels and other organs, stained by Levaditi’s 
method be demonstrated fine spirals which sometimes resembled in 
appearance the spirocheta pallida. He supposed that these nerve 
and connective-tissue fibres had assumed a spiral shape because of 
their treatment with formalin and alcohol, and that the coiling was 
all the more marked if the tissues had previously undergone 
maceration, whereby they were rendered more permeable to the silver 
salt. To demonstrate his views he published with the paper a 
number of micro-photographs. 


23 


348 Journal of Obstetrics and Gynecology 


On looking at these micro-photographs, and comparing them with 
silver sections from the organs of syphilitic foetuses, it is obvious 
that Sahling has gone too far. Doubtless, at isolated points in his 
sections silver spirals are seen somewhat similar in appearance to the 
spirocheta pallida, but there is a very marked difference between 
these spiral fibres, irregular in their size, and in the number and in 
the degree of their curves, and the true spirocheta pallida. No one 
acquainted with the spirocheta can have the least difficulty in 
distinguishing the two. Further, it is one thing to find two or three 
spirocheete-like fibres after a careful search, but a totally different 
thing to find the whole field swarming with spirals, all of which have 
the regular and typical appearance of the organism. Sahling has 
subsequently published other papers on the same lines,!? but they 
introduce no new matter, and are chiefly controversial in reply to 
his critics. 

Similar papers have been published by other workers at the 
Zoological Institute of Berlin; in fact, the workers at this institute, 
Siegel,!® Sahling, Schultze, and Jancke,’> are the most bitter and 
persistent opponents of the spirocheta pallida. Siegel claims to have 
discovered the specific organism for syphilis, in the Cytorrhycta luis, 
and the attacks of this school upon the specificity of the spirocheta 
pallida seem but part of a plan of campaign to establish the claim of 
the Cytorrhycta. 

Sahling’s work has met with severe criticism. 

Neisser,!® whose opinion is an extremely weighty one, holds that 
the spirocheta pallida is certainly the cause of syphilis; he disagrees 
entirely with Sahling’s work, and maintains that the spirocheta 
stained by Levaditi’s method is the same as that stained in films by 
Giemsa’s method. 

Dohi !* has examined a large amount of material to elucidate the 
point raised by Sahling concerning the influence of maceration in 
producing so-called silver-spirochetes. His conclusions are :—(1) in 
macerated non-syphilitic foetuses no spirochetes were found; (2) in 
artificially macerated non-syphilitic tissues from foetuses, monkeys 
and guinea-pigs, no spirochetes were found; (3) silver-stained nerve- 
fibrils and connective tissue fibres may be easily distinguished from 
the spirocheta pallida by their blunt and irregular curves, variations 
in size and form and by their brown colour. He admits that in 

isolated instances a silver-stained fibre may closely simulate a 
spirocheta pallida. 

To several observers sections stained by Levaditi’s method have 
revealed an intra-cellular position of the spirochete—a strong 
argument against Sahling’s views. Gierke, in a syphilitic foetus, 
found them lying abundantly within the epithelium of the 
bronchioles and within leucocytes in the lung alveoli. Levaditi !8 
and Bab § have published similar observations. 

Sahling’s assertion that the spirochete could not be found in 
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Giesma films from organs in which it had been found in silver 
sections has been refuted by many observers. Miihlens }® examined 
the organs of sixteen syphilitic foetuses, and in all of them he found 
the spirochete both in silver sections and in films. Beitzke?° has 
confirmed his results. Care is necessary to find spirochetes in films 
made from macerated organs, for the organisms seem to adhere very 
closely to the tissues, perhaps because of their corkscrew form, and 
maceration interferes with their staining affinity. 

These are but a few instances of the results of workers on this 
point. The amount of literature is enormous, and in reading through 
it one finds a consensus of opinion that Sahling’s view of the 
worthlessness of Levaditi’s method is wrong. At the same time, it is 
generally admitted that in sections where only a few spirochetes are 
present, or where they have been badly stained, care must be taken 
to distinguish the spirochete from nerve-endings or deformed 
connective-tissue fibres. But in sections containing many typical 
spirochetes there can never be any doubt. 

We have thought it right, in view of the importance of the case 
we have recorded, to consider in some detail (1) the evidence upon 
which it is claimed that the spirocheta pallida is the specific 
organism of syphilis; and (2) the reliability of the method of 
Levaditi in demonstrating the organism. 

The opinions we have formed are:—(1) that all the evidence 
accumulated points to the fact that the spirocheta pallida is to be 
regarded as the specific organism of syphilis, but that positive proof 
can only be obtained when some method of growing the spirochete 
in pure culture has been discovered; (2) that in spite of the fierce 
criticism to which it has been subjected by Sahling and his followers, 
Levaditi’s method is still to be regarded as reliable for demonstrating 
the organism. 

We believe therefore that in the routine examination of the 
tissues of premature still-born children we have a valuable method of 
elucidating the cause of intra-uterine death in certain obscure cases, 
and that we may be afforded a clue to a line of treatment by which 
we may prevent the recurrence of such a disaster. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in growps, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


Three Cases of Cesarean Hysterectomy for Stenosis 
of the Vagina.* 


By Keparnatu Das, M.D., 
Teacher of Midwifery, Campbell Medical School, Calcutta. 


CasE I (complicated with a vesico-vaginal fistula). 

A Bengali lady, aged 35, in labour, was admitted into the 
Campbell Hospital on September 8th, 1903. She had her first child 
in 1881, when she was only 13 years old, and the head was said to 
have been at the vulva for two complete days before she was delivered 
by forceps. Dribbling of urine began after 10 or 12 days. In 1883, 
two years after her first labour, she was admitted into the Eden 
Hospital, and during her three months’ stay was operated on three 
times for the repair of a vesico-vaginal fistula, by the late Dr. Harvey, 
but without success. She became pregnant for the second time 8 or 
9 years after. Abortion took place at the sixth month, the foetus had 
to be brought away piece-meal, and she was confined to bed for four 
months before she got well. She menstruated regularly but the 
flow has been getting scantier. , 

When I saw the patient in her house about two months before her - 
admission into the hospital, she was in the seventh month of her 
third pregnancy. She had a large vesico-vaginal fistula, the posterior 
margin of which was drawn backwards by cicatricial tissue at the 
vault of what represented the vagina, where a small dimple could be 
noticed representing the os uteri. There was scarcely any healthy 
vaginal mucous membrane, and no vestige of the cervix. 

As delivery per vias naturales, was impossible, I advised that the 

‘patient should be allowed to go to full term and Cesarean hysterec- 
tomy should then be performed. I further instructed the friends to 
bring her to hospital at least a fortnight before her expected time or 
before full term at the slightest indication of the onset of labour. 
I was, however, called to see her at her own house at about 2 p.m. on 
September 8th, 1903, after she had been in labour for several hours. 
She was taken to the Campbell Hospital as soon as possible, and I 
performed Cesarean hysterectomy at 6p.m., with intra-peritoneal 


* Read at the Obstetrical Section of the Royal Society of Medicine, April 14th, 1908. 
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treatment of the stump and without removing the ovaries. Within 
twelve hours of the operation, there was marked tympany of the 
abdomen, which progressively increased in spite of treatment. She 
steadily became worse and died 52 hours after operation. The child 
lived and was taken away by the father. 


CASE. II. 


A Bengali lady, 18 years of age, was admitted, in labour, into 
the Campbell Hospital on October 10th, 1905. She had become 
pregnant for the first time when 14 years and a few months old, and 
had been delivered by forceps, of a dead foetus on March 16th, 1903, 
after a prolonged labour lasting about 36 hours, followed by slight 
fever for the first ten days after delivery, and a persistent high 
temperature for a month afterwards. She conceived for the second 
time nine months before her admission to the hospital. I had seen 
her about six weeks before admission, and detected a marked 
cicatricial contraction of the vagina barely admitting one finger, and 
had found that her pelvis was generally contracted. I advised the 
husband to bring her to hospital for a Cesarean section in about a 
month’s time. I was, however, called to see the patient on the after- 
noon of October 10th, 1905, at her own house, and was told that there 
had been slight pain for two days. 

Morning at 7 p.m. The foetus was lying transversely; the foetal 
heart sounds were not audible; the cicatrix was slightly softer and 
the cicatricial ring admitted one finger only. On my advice she was 
brought to the hespital at about 11 p.m., with some difficulty, in a 
rickety hackney carriage, over a distance of four miles. 

On admission, her general condition was not at all good; she had 
a temperature of 101°F., and a pulse of 130. She was hastily pre- 
pared for the operation, and Cesarean hysterectomy with intra- 
peritoneal treatment of the stump was performed by me at 11-30 p.m. 
I decided to remove the uterus, to spare her the risk of another con- 
finement, but both the ovaries were left. The foetus had apparently 
been dead for some time. Her recovery was uneventful, except for 
an attack of malarial fever on the 14th day after operation, from 
which she recovered in a few days. In January, 1907, she was in 
good health and was doing her ordinary household duties. 


Case 111 (complicated with an irreparable vesico-vaginal fistula). 

A Bengali female, aged 20, was admitted into the Campbell 
Hospital on October 30th, 1906. She had had a child four years 
previously, after a very difficult labour, protracted and instrumental, 
and though she recovered after a prolonged illness, had constant 
dribbling of urine and incontinence of feces. 

The following conditions were noted when she was admitted to 
the hospital two years ago:—‘“ The whole base of the bladder has 
apparently sloughed away. There is a chink, representing the os 
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externum at the upper margin of the rent. The posterior wall of the 
vagina is represented by a small cicatricial surface. The perineum 
is ruptured but the sphincter is not torn. Above the intact sphincter, 
there is a recto-vaginal fistula, about 14 inches long.” 

For this miserable condition I undertook the following opera- 
tions: —(1) On July 19th, 1903, a plastic operation for the recto- 
vaginal fistula, with complete success. (2) On August 21st, 1903, an 
operation for the extension of the perineum, which gave the patient 
partial relief by allowing the urine to be retained for a time by the 
help of a small pressure-pad on the vulva. Owing to the presence of 
cicatricial tissue at the sides of the vaginal outlet, extension of the 
perineum to the desirable extent was not possible. (3) To obviate 
this difficulty a plastic operation was undertaken on January 9th, 
1904. The urethra was dissected and brought down so that its 
posterior margin could at some future date be stitched up to the 
anterior margin of the extended perineum. The portion of the 
wound, anterior to the urethra, was brought together by interrupted 
silkworm-gut sutures. The effect of the operation was that the 
urethral opening came to a lower level and a deeper plane of the 
extended perineum. This latter acted as a flap valve, to keep 
the urine in the cloaca for a certain time, with the help of a very 
slight pressure on the parts with a pad. 

The patient lost patience and took her discharge from the hospital 
after a stay of about six months, but came back after a month with 
some of my work undone. I ascertained that she had been to another 
hospital, where the usual examination was attempted, and the 
anterior portion of the extended perineum was torn. I operated 
again on March 7th, 1904, and she left the hospital after the last 
operation, as happy as possible with her ameliorated condition. 

In August, 1906, she came to me, as she had had no period since 
the beginning of April and there was a swelling in the lower 
abdomen, and to my surprise I found that she was pregnant. An 
examination of the vulva revealed that the small opening of the 
cloaca was elastic and the skin round it had radiating folds, like 
those round the anal orifice. There was evidently a sort of pseudo- 
sphincter. A pad over the vulva, kept her dry for about an hour. 
Cesarean hysterectomy was the only possible way to deliver her, and 
she was admitted into the hospital on October 30th, 1906, and kept 
under observation. I operated on January 4th, 1907, though the 
patient was not in labour. The abdominal incision was 7 in. long, 
the whole of it being below the umbilicus. The uterus was incised, 
in situ, in the middle line. The placenta was right in front and 
there was smart hemorrhage. The child was rapidly delivered by 
foot, the uterus was brought out of the abdominal cavity, and the 
broad and round ligaments were divided between ligatures, leaving 
the ovaries, and the uterus was amputated through its lower segments 

and the uterine arteries tied. Up to this stage of the operation there 
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was very little deviation from the usual methods. The treatment of 
the stump and the disposal of the broad ligaments were modified to 
suit the case. I wished to keep the stump extra-peritoneal, but not 
by the classical method of Porro which is unsurgical inasmuch as it 
allows a mass of tissue to slough away. The reason for the extra- 
peritoneal treatment of the stump was to do away with the risk of 
infection from the vesico-vaginal cloaca, which was in direct com- 
munication on the one hand with the vulva and external air. This 
I achieved in the following way:—After amputating the uterus 
through the lower uterine segment, the anterior and posterior walls 
of the cut edges were brought together by interrupted silk sutures, 
passed through the muscular tissue only. The ends of the sutures 
were left long to act as tractors on the stump which was kept at the 
lower angle of the abdominal incision, during the subsequent steps 
of the operation. The stumps of the ligatured ovarian vessels were 
brought together in the middle line, behind the cervix. The loose 
broad ligaments were thus folded on themselves and the folds were 
brought together at their upper margins. The parietal peritoneum 
was then brought taut round the uterine stump and the approximated 
ends of the stumps of the ligatured ovarian vessels; the peritoneum 
on the posterior aspect of the lower uterine segment and the parietal 
peritoneum on either side, at the same level, were brought together 
by a silkworm gut suture. A continuous suture was then put in to 
fix the peritoneum round the uterine stump with the parietal 
peritoneum, in the lower angle of the wound. The stump was thus 
practically treated extra-peritoneally. A little iodoform gauze was 
put in above the stump and between the abdominal parietes in the 
lower angle of the abdominal incision and the incision stitched up 
in the usual way. 


The after-treatment of the case gave no trouble. The bit of 
gauze was changed on the third day and dispensed with altogether 
in a couple of days more. The stitches were taken out on the tenth 
day, and perfect aseptic union took place. The patient was allowed 
to nurse her baby during the day. She left hospital with her baby 
on February 9th, 1907. 


The case is interesting for the following reasons :— 

1. The distressing conditon when first seen. 

2. The relief that was given under such hopeless conditions, 

3. Conception taking place under such peculiar circumstances. 

4. The modifications in the operation that were thought advisable 
and carried out. 


The modifications were undertaken after a good deal of thinking 
and in consequence of the bad result of Case 1., which very probably 
was due to infection of the perineum from the vesico-vaginal cavity. 
Certainly the extra-peritoneal treatment of the stump gave me, in 
the present case, a sense of security which was a great relief. 
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Uterus Bicornis Unicollis: Atresia of External Os: 
Absence of Vagina: Retained Menses: Hysterectomy.* 


By Mies H. Puriuirs, M.B., B.S., F.R.CS., 


Tutor in Gynecology and Obstetrics, University of Sheffield; 
Assistant Surgeon, Jessop Hospital for Women, Sheffield. 


On February 5, 1908, M.C., nearly 16 years of age, was sent into 
hospital by Dr. Frank Mason, of Handsworth, to whom I am indebted 
for the following history. 


In October last Dr. Mason first attended her for what appeared 
to be a mild attack of appendicitis; pain in the right lower abdomen, 
with slight vomiting and obstinate constipation being the symptoms, 
whilst on examination he found a slight rise of temperature and 
pulse rate, rigidity of the right rectus and tenderness over McBurney’s 
spot; the attack lasted three or four days. Similar attacks occurred 
in November, December, and January. Dr. Morris saw the patient 
for Dr. Mason in November, and he also diagnosed appendicular 
colic. The last attack was the most severe and the pain and tender- 
ness were then found to be lower in the abdomen, just above the right 
Poupart’s ligament. Dr. Mason then suspected the possibility of 
retained menses and found that the girl had not menstruated but 
also that her four elder sisters and her mother had not commenced 
before seventeen. The patient’s mother stated that, previously to 
October, the girl had enjoyed splendid health, but for some months | 
she had been dull and stupid. 

Notes of Condition on Admission. Well grown for her years. 
Slightly anemic, very nervous and rather dull. Does not look ill. 
Is free from pain. Temperature, pulse, respiration and urine normal. 
Breasts and pubes fairly well developed. Abdomen appears normal 
and is soft; there is slight tenderness on firm pressure just above the 
right Poupart’s ligament; no tumour can be felt. On proceeding 
to make a rectal examination it was noticed that, though the vulva 
appeared to be normally developed, there was no vaginal orifice. 
Per rectum a round, smooth, hard swelling of about the size of a 
duck’s egg, could be felt in the middle of the pelvic cavity; its lower 
pole was about two inches above the anal orifice and presented a 
shallow dimple behind and to the right. Bimanually, the tumour 
was felt to extend considerably to the right and its upper pole could 


* Specimen shown and described at a meeting of the North of England Gynecological 
and Obstetrical Society, Sheffield, March 1908. 
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just be felt behind the right Poupart’s ligament. There was no 
similar extension to the left. A diagnosis of a more or less complete 
atresia of the vagina with hematometra and probably right hemato- 
salpinx was made. 


Operation. On February 10, she was anesthetised and examined 
in the lithotomy position. The vulva was found to be normally 
developed, except that in the situation of a vaginal orifice there was 
only a small, circular, shallow depression, about } inch in diameter. 
This was almost surounded by two lateral, crenated, fleshy folds, each 
about 4 inch long by 3 inch thick, which met in front just below the 
meatus, but merged, without meeting, behind into the mucous mem- 
brane of the fossa navicularis. They evidently represented the 
hymen which had retained its infantile labial form. By means of 
an easy perineal dissection through loose areolar tissue, the lower pole 
of the pelvic tumour was reached at a depth of 2} inches. Its deep 
situation and the apparent thickness of its wall pointed to a uterine 
rather than a vaginal collection of fluid. Then, a gauze plug having 
been left in the wound and the patient put in the Trendelenburg 
position, the abdomen was opened by a median incision extending 
from the umbilicus to the pubes (5 inches). It was at once obvious 
that we were dealing with a bicornute uterus whose single cervix and 
right horn were considerably enlarged. The right Fallopian tube, 
remarkably tortuous and distended lay to the right of, and behind, 
the uterus. Normal appendages were attached to the rudimentary 
left horn. The round ligaments were not hypertrophied and there 
was no median recto-vesical fold. The distended tube was now raised 
out of the rather deep pouch of Douglas, after some thin adhesions 
between it and a coil of pelvic colon and the back of the uterus had 
been divided. There was no free menstrual blood in the pelvis. The 
whole mass, excepting the normal left ovary, was then removed intact 
by the ordinary peritoneal flap method, special care being taken to 
press aside the ureters. The uterine arteries were both small and the 
dilated cervix was easily enucleated from its connective tissue bed. 
The larger vessels were ligatured with silk and the peritoneal flaps 
brought together by a continuous catgut suture. The vermiform 
appendix was seen to be healthy. The abdominal wound was closed 
in three layers. Finally the gauze plug was removed and a thin 
strip of gauze inserted into the lower half of the perineal wound. 
The patient bore the long operation well and left the table with a 
pulse rate of 84. She made an uninterrupted recovery and was sent 
to a Convalescent Home on the twenty-fourth day. 


The specimen (see Plate) consists of a bicornute uterus with a 
single cervix, and its attached right appendages and left Fallopian 
tube. The cervix is enlarged to the size and shape of a hen’s egg. 
The left cornu is a small solid fibro-muscular body projecting later- 
ally from the upper end of the cervix. The right cornu is a rounded 
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elongated body almost equal in size to the cervix, to which it is 
attached at an angle of 120°. The left Fallopian tube appears 
normal to the naked eye but has a lumen in its outer half only. The 
right ovary is normal in size and is attached to the cornu by a well 
marked ligament. The right Fallopian tube is considerably enlarged 
into a series of saccules. It is bent once upon itself, the two limbs 
being adherent to each other and the abdominal end of the tube to 
the ovary. In this way is formed an irregularly lobulated mass, 
pendent from the outer end of the cornu, and exceeding in bulk the 
whole uterus. After hardening, superficial slices were removed from 
the posterior aspect of the uterus, the various parts of the right 
Fallopian tube and the ovary. All the cavities thus opened were 
found to contain a chocolate-coloured coagulum, which has been 
removed. The cornual cavity communicates with that of the cervix 
by a short circular channel, about } inch in diameter; their walls 
vary from } to 3 inch in thickness and show smooth inner surfaces. 
The cavity does not extend towards the rudimentary cornu. The 
saccules of the Fallopian tube are thin walled, the larger being trans- 
lucent; they are incompletely separated from one another by thin 
perforated septa. The outermost saccule is closely adherent to the 
lower pole of the ovary; there is no sign of an ostium or of fimbrie. 
It was found possible to pass a fairly thick bristle from the cavity 
of the cornu into the first saccule of the tube. The section of the 
ovary opened a small blood cyst; otherwise it appears to be normal. 
Microscopically, the wall of the cervix shows a normal fibro- 
muscular coat with a very thin mucous membrane, whose 
epithelial lining is complete and composed of a single layer of cubical 
cells. The underlying glands are compressed, so that their long axes 
are parallel to the surface; in some the epithelium consists of tall 
columnar cells with basal nuclei and shows various stages of secretory 
activity. The fibro-muscular wall of the developed cornu appears 
normal; its mucous membrane is thin but typically that of a corpus 
uteri and characteristically altered by surface pressure. The wall 
of the hematosalpinx is markedly thinned; the vessels in its outer 
coats are much engorged; it shows a few stunted plice; its epith- 
elium is composed of low cubical and flattened cells, poorly staining. 
The section of the ovary is well stocked with ova in various stages 
of development; though the blood cyst is a distended simple 
Graafian follicle and not a corpus luteum, there are several corpora 
albicantia and areas of lutein cells in the stroma. 

Remarks. The association of complete absence of the vagina 
with the presence of well developed external genitals and a mens- 
truating, if malformed, uterus, is, so far as I can judge, of extreme 
rarity; hence I publish this case. Clinically, the similarity of the 
early symptoms to those of appendicitis is of interest in view of the 
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case recently reported by Dr. Thomas Wilson (Proc. Royal Society 
of Medicine, January, 1908); his patient was sent into hospital as 
an emergency case of acute appendicitis. 

With regard to the treatment employed, no more conservative 
procedure was feasible, and indeed in the literature of the subject 
there is evidence that surgeons have considered it advisable to remove 
the healthy ovaries when performing hysterectomy in somewhat 
similar cases of atresia. In spite of the fact that no attempt was 
made to form a vagina, I considered it right to leave the unaffected 
ovary. 
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Uterus Unicornis, with Hzematometra and 
Hematosalpinx. 


By Curnert Lockyer, M.D., B.S., F.R.C.S., M.R.C.P., Consulting 
Gynecologist, St. Mary’s Hospital for Women and Children; 
Senior Physician to Out-Patients, Samaritan Free Hospital for 
Women, §c., §c. 


Durine the past year I have seen three interesting cases of 
malformation of the female genitalia illustrating various degrees 
of deformity of the genital tract. In one there was simply an 
imperforate hymen; this was in a girl of sixteen years. It had 
resulted in the formation of a bulging hematocolpos and a hemato- 
metra, which lay dextro-rotated and reached half-way up to the 
umbilical level. 

The second case presented a completely atresic vagina, and upon 
examination under anesthesia no evidence of internal genital organs 
could be made out. There was a transverse band to be felt in the 
floor of the pelvis, which corresponded with the fundus of the 
bladder, as felt by passing a sound into that viscus while examining 
by the finger per rectum. The hymen was not perforated (as it 
seemed useless to do anything in the way of operation), so that I 
cannot say whether the vagina was canalised or not. The external 
organs were perfect. Both patients were mentally deficient, as was 
the third, details of whose case are as follows :— 


C. B., aged 20 years, was admitted, under my care, into the 
Great Northern Central Hospital on April 22nd, 1907, for primary 
amenorrhea. The House Surgeon, Mr. Carnarvon Brown, noted 
“the patient is half-witted, and is very deaf.” At the age of 
14 years the patient suffered from pelvic pain and vomiting, also 
sacralgia. These symptoms subsided, but recurred regularly every 
month up to the time of admission, when there was found to be a 
slight white discharge. 

The patient was generally well-developed, the breasts were 
well formed, the heart and lungs normal. She was not anemic; the 
teeth were good, but badly formed. The abdomen was very tense. 
No tumour was felt on admission. Per rectum there was a small 
rounded mass on the right side, high up. The urine was normal. 

On examination under anesthesia I found the vagina was very 
small; it would only admit the little finger with great difficulty. 
No cervix uteri could be found, and upon bimanual examination 
there was a rounded tumour lying along the right pelvic brim, but 
nothing else to represent the uterus could be discovered. I regarded 
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this tumour as a dilated right cornu uteri, but decided to watch the 
case for a time. The patient continued to suffer from periodic pain 
and sickness, and her mother became anxious that something radical 
should be done to relieve her. Accordingly on July 9th she was 
re-admitted for “ periodical pain in the right side of the pelvis.” 

Laparotomy was performed on July 11th. The uterus was found 
to be about equal to the size of a tangerine orange. It lay on the 
right pelvic brim, and was attached below to a broad fold of 
peritoneum carrying blood-vessels; but no trace of Miiller’s duct was 
visible to the naked eye in this fold. The highest point of the 
uterus ended in its solitary cornu, which led vertically upward into 
a dilated tube. The latter was retroperitoneal in the whole of its 
course and ran up towards the kidney over the brim of the pelvis. 
Here it opened into a large retroperitoneal sac containing menstrual 
products, and this sac dipped deeply into the true pelvis in front of 
the sacro-iliac joint of the right side. Several ounces of the 
characteristic dark tarry blood escaped on incising the cavity behind 
the peritoneum. The uterus was removed by dividing the band 
which united it to the floor of the pelvis, and by dividing a fold of 
peritoneum which united it to the brim of the pelvis and which did 
duty for the broad ligament of the right side. There were no left 
appendages or left broad ligament, the cornu being anchored to the 
right pelvic brim by a short mesometrium continuous, as before 
stated, with the fold uniting it with the floor of the pelvis below. 
The mesometrium ran up and covered the tube, over which, at the 
pelvic brim, it became lost in the peritoneum of the posterior 
abdominal wall. After mopping out the contents of the large 
blood-sac the latter was packed with three strands of iodoform gauze, 
and this was brought out through the lower angle of the abdominal 
wound. The incision in the parietes was closed by three layers of silk 
sutures. The drain of gauze was removed one piece at a time, the 
last piece being taken away on the third day after operation. The 
patient made a good recovery. 

The specimen consists of a one-horned uterus, to which is attached 
a solitary Fallopian tube—the right. A small piece of the solitary 
right ovary has also been removed. The right round ligament was 
cut so short that its size cannot be estimated. The tube contracted 
down so much on hardening the specimen that no idea of its original 
size can be formed by reference to the drawing. The uterus 
measured two inches from above downwards, and one and three-quarter 
inches from side to side. Its shape is obtusely oval, its walls are 
thick and the cavity small. The small cavum is completely occluded. 
There is no trace of canalisation at its lower pole, which was blunt 
in shape, as was the upper. The cavity is filled with blood, and lies 
nearer the upper than the lower pole of the muscular viscus. It is 
lined by a fairly thick mucosa, showing normal tubules, which 


penetrate far more deeply into the muscularis than normal. Many 
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tubules are seen deep down in the muscle tissue. The blood has 
infiltrated the mucous membrane, and has destroyed it in places. 
Towards the cornu the mucous membrane is polypoid and excessive 
in spite of the fact that the small cavity was full of blood. Figure 
No. 4 shows the cavity at this spot, where it assumes a crenated shape 
and shows the mucosa penetrating deeply into the muscle. The 
development of the mucous membrane to such a degree of perfection 
was surprising to me, as I had never found anything like it in three 
or four other cornua upon which I have already reported. In one of 
these the deficient mucosa seemed to me to account largely for the 
rupture of the gravid cornu. The situation of the cavity nearer 
the upper than the lower pole is interesting, and quite in accord with 
the statements I previously made that when a cornu becomes gravid 
rupture is more likely to occur at the upper and thinner pole than 
elsewhere. 

In the drawings the tube is not apparently much enlarged. It 
shrunk in the Kaiserling’s preservative, and shows no evidence of 
having once been full of blood. That it is not sacculated and that 
there is not a bigger cavum uteri is explained by the fact that the 
menstrual fluid had found its way into a space behind the peritoneum. 
I take it that this occurred through the open mouth of the single 
Fallopian tube, which was retroperitoneal in the whole of its extent. 
This position for the entire tube is, in my own experience, unique. 
There was no inflammation, no adhesions, nothing to obscure the 
relation of the parts, so that I cannot doubt the relations as they were 
seen at the operation. 

Figure 1 shows the mesial aspect of the Horn. A. Tube. B. Blind 
Lower Pole, from which the peritoneum has receded by shrinkage 
in preservative. 

Figure 2 shows the outer aspect of the specimen. A. Upper Pole. 
B. Blind Lower Pole. The two layers of peritoneum are continuous 
from the tube to the extremity of the lower pole. 

Figure 3. Coronal section of 2, showing the size and position 
of the cavity. 

Figure 4 shows the mucous membrane near the junction of the 


tube. The tubules are well formed. The tissue is hypertrophied and 
polypoid. 
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REVIEW OF CURRENT LITERATURE. 


A Gynzcological Model. 

LigpMann (Arch. f. Gyndkol., B. 1xxxiv, p. 731).—Liepmann has invented a very 
ingenious model of the pelvis and pelvic organs for obstetric teaching. In this 
model all the external and internal genital organs—the bladder, rectum, ligaments, 
etc., are made of indiarubber, and each portion can be inflated separately. Tubes 
pass through the hip on either side to an inflating apparatus. In this way every 
single part of the model can be distended separately, and a great variety of 
pathological conditions can be produced. A hollow space in the anterior wall of the 
uterus can be filled to show an interstitial myoma. This is demonstrated in one of 
the illustrations where the myoma is seen to press upon the bladder and retrovert 
the uterus. A cystoscopic examination gives a good idea of the bladder wall when 
pushed forward. In the ovaries and tubes various changes can be produced. An 
intraligamentous tumour is shown causing pressure on the ureter and rectum, 
narrowing of the pelvis, tension of one round ligament and relaxation of the 
other. Torsion of the pedicle can be demonstrated, also the trumpet shape of 
pyosalpinx and tubal pregnancy. Distension of the bladder by a retroflexed gravid 
uterus can be well shown, and by slowly inflating and 2vacuating them, the 
movements of the organs can be demonstrated clearly in a most interesting manner. 
H. T. Hicks. 


The Diagnosis and Treatment of Abnormally Opening but other- 
wise well-formed Ureters. 

A. Westuorr, Minster (Zentralb. f. Gyndk., 1908, No. 9, S. 528), adds to the 
25 instances of ureters with abnormal openings already published, an observation of 
his own. In a little girl, 7 years old, who wetted her bed, he found the abnormal 
mouth of the ureter on a swelling of the mucosa immediately below the orifice of 
the urethra, and confirmed his diagnosis with the cystoscope. He operated by 
implanting the ureter in the bladder after opening the abdomen, and the result 
was completely successful, the child wetting herself no more. This is the thirteenth 
case that has been operated upon, but the first that has been cured by abdominal 
implantation. 


Perforation of the Vaginal Wall by Pessaries. 

OrTHMANN (Zentralb. f. Gyndkol., 1908, No. 5, S. 156), reported to the Berlin 
Obstetrical and Gynecological Society :—A quartipara, aged 57, two years after the 
menopause, complained of symptoms of prolapse and of the passage of feces through 
the vagina. On examination, the stem of a pessary was found in the vagina and 
its cup in the rectum. The pessary was removed from the rectum with ovum forceps, 
under anesthesia. The patient could not make up her mind to operation for the 
fistula which, however, contracted so much spontaneously after the removal of the 
pessary that solid feces were retained. 

LIEPMANN mentioned a woman of 85, in whose vagina a Zwancke’s wing pessary 
had lain for ten years, and had perforated the anterior vaginal vault and 
peritoneum. After the removal of the pessary there was a vesico-vaginal fistula, 
which, however, healed under the use of a retained catheter. 
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OLSHAUSEN condemned the Zwancke pessary very strongly as having been a cause 
of much mischief. 

Brése had seen several instances of perforation of the recto-vaginal septum which 
had been due to the Zwancke pessary. 

SaniTeR showed an intrauterine pessary he had found as a foreign body in a 
uterus from which he was clearing out a three months’ abortion. The woman had 
introduced the pessary the last time 14 days previously unaware, she said, that she 
was pregnant. 


Use of Filigree in Infected Wounds of the Abdominal Wall. 
Wittarp Bartierr (Surgery, Gynecology and Obstetrics, March, 1908), strongly 
advocates the insertion of filigree in infected wounds of the abdominal wall, as a 
prophylactic measure against incisional hernia. It must be placed beneath the 
aponeurosis or a layer of muscle. He describes in detail his technique. The wound 
must be clothed with healthy granulations and free from pockets containing pus. 
In his five cases the healing of the wound was not interfered with by the filigree. 
In no case had a hernia occurred, after periods varying from two months to two 
years, Mites H. 


An Omental Cyst. 

W. Hotreman, Amsterdam (Zentralb. f. Gyndkol., 1908, No. 9), removed a 
tumour equal to the size of a goose’s egg from a girl, 19 years of age, by 
posterior colpotomy, on account of pains which had existed more or less for two 
years and a half, varying in intensity without apparent cause, but persistent for some 
months before the operation. The right ovary was normal; the tumour was at the 
left side of the uterus, but unconnected with the left ovary; it was fixed by fine 
adhesions behind. After these had been detached and its brownish and rather thick 
fluid contents removed, the tumour.was easily drawn down to the vulva and the 
pedicle was found to be evidently formed by the omentum. The pedicle was tied 
with fine silk, and the tumour removed. The wound was closed with four silk 
sutures and a strip of gauze left for drainage. This strip was removed on the fourth 
day and the sutures on the seventh. Convalescence was uninterrupted, and the 
pains vanished immediately after the operation. 

The tumour consisted of a collapsed sac about 3mm. thick without septa. Its 
outer surface, except for the fine adhesions mentioned, was quite smooth. The 
pedicle, about 0°75cm. in diameter, consisted of fatty tissue which extended fan-like 
over the sac wall from its insertion. The inner surface showed some superficial 
folds, all departing from the insertion of the pedicle, and of a bright colour; between 
these folds there was adherent pasty matter of a chocolate hue. Microscopically, the 
wall consisted of a poorly-celled connective-tissue with sparsely-dispersed leucocytes. 
In a few places the cells were somewhat swollen, and the nuclei more darkly stained 
with hematoxylin. The content was old blood. There was no trace of epithelium. 

Holleman suggests that the cyst was most probably due to hemorrhage into the 
omentum, and that the wall becoming fibrous complete absorption was prevented. 
He quotes the only four cases of omental cysts he has found recorded. One was a 
dermoid; another described as angioma cavernosum; a third, in a girl of 15, 
contained thin dark fluid; and the fourth, in a girl of 4, was as large as a cocoanut 
and filled with clear watery fluid. He does not refer to Doran’s case (Trans. Obstet 
Vol. xxiii, p. 164). 


Ileus Spasticus : Spasmodic Cramp of the Pelvic Organs. 

A. Méuier (Monats. f. Geb. u. Gyn., Band xxvi., Heft 6), reports three cases of 
an unusual condition of the pelvic organs :— 

(1) In a woman of 20 years of age, otherwise healthy, the fundus of the uterus 
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was found firmly attached to the left wall of the pelvis and the cervix was adherent 
to the sacrum. After unsuccessful attempts to mobilize the organ by massage, it 
was decided to break the adhesions forcibly under anesthesia, and this was done 
easily without any accidental complication. On recovering from the anesthetic the 
patient complained of such violent pain in her left side that morphia was given to 
her. Afterwards no flatus was passed nor any urine spontaneously, and the introduction 
of the catheter was much impeded by spasmodic contraction of the urethra. On the 
third day the abdomen became distended and the long tube could not be intro- 
duced into the rectum beyond the third sphincter. On digital examination 
the vagina was found to be contracted and the pouch of Douglas very tender. As 
her condition did not improve after a few days it was decided to perform an 
exploratory laparotomy, but this did not disclose anything of importance and the 
diagnosis remained simply spasmodic contraction of the rectum, vagina and urethra. 

(2) A patient, upon whom for various troubles a laparotomy had been performed 
and the right ovary removed, was afterwards treated by vibration massage of the 
abdomen and given injections of protargol solution by the bowel on many occasions, 
but eight months after the operation on being treated in this way, she fell into a 
condition similar to that of the previous case. 

(3) In a woman of 23 years of age, a similar condition developed after 
cauterization of the endometrium with carbolic alcohol and an attempt to detach the 
softened uterus from the posterior pelvic wall, a method of treatment to which 
the patient has ben previously submitted without any accidental trouble whatever. 

In all three cases there was for some days a persistent spasmodic contraction of 
the bowel; in the more severe ones the urethra and vagina also were similarly 
affected, and indeed the entire musculature of the pelvis. None of the patients had 
had any decided nervous trouble previously. The treatment indicated in such cases 
would be hot camomile stupes, narcotics by the mouth or rectum or subcutaneously, 
clysters, and tranquillizing the patient’s mental condition. 


Fibro-Myomata Uteri. A study of 3561 cases. 

S. E. Tracy (Surgery, Gynecology and Obstetrics, March, 1908) presents an 
elaborate analysis of 3,561 cases which have been reported by sixteen European and 
American surgeons. He specially studies the degenerations, complications and 
associated abnormal conditions. Only a few of the more important results can be 
given here. Thus :— 


Myxomatous degeneration ... ... 0... ee 40 


Ascites was recorded in nine and intestinal obstruction in seven cases. Conditions, 
due directly to the presence of the fibroid tumour, which would probably have caused 
death had an operation not been performed, occurred in 10°5 per cent. By 
including some cases of cystic and myxomatous degeneration, which would almost 
certainly have led to fatal results, Tracy raises this mortality without operation to 
12 or 14 per cent. But he does not include in this calculation 514 (14 per cent.) cases 
in which tubal and tubo-ovarian inflammatory diseases were present. He believes that 
fibroids are not usually discovered until they have given rise to symptoms. Hence 
he argues that only about 12 or 14 per cent. of those who have symptoms, and are 
thus known to have fibroids, would die from the degenerations and complications of 


de 
d 
a 
A 
. 


Cystic Degeneration of a Fibro-Myoma 365 


these tumours. Tracy finds that in 506 cases, in which the ages of the patients are 
given, 74 (54°9 per cent.) of the 114 cases in which degenerations took place, occurred 
after the age of forty. He discusses the relative mortality of supravaginal and 
total hysterectomy, and states that the subtotal operation has a 3 or 4 per cent. 
lower mortality. (But he produces no figures to prove or disprove that this difference 
may be due to the excessive difficulty of some of the cases in which total hysterectomy 
is a necessity.) In Tracy’s opinion all fibro-myomata which produce symptoms, 
regardless of the age of the patient, and all fibro-myomata in women more than forty 
years of age, should be removed when diagnosed, because the mortality following 
operation is less (below 5 per cent.) than the risk of carrying a tumour which would 
kill 12 to 14 per cent. of the patients. He holds that supravaginal hysterectomy 
should be performed in all cases where myomectomy is not indicated and where 
total hysterectomy is not demanded. Mites H. Puittirs. 


Cystic Degeneration of a Fibro-Myoma. 

Van DER VEER (Surgery, Gynxcology and Obstetrics, March, 1908), reports :— 
A multipara, aged 53, had noticed her abdomen enlarging for four years, rapidly 
during the last twelve months. Previous to the climacteric, which occurred at fifty, 
she had suffered from cccasional metrorrhagia for nine years; since, there had been 
leucorrheea, occasionally blood-stained. A fluctuating abdominal tumour, twice the 
size of a four months’ pregnancy, was diagnosed as an ovarian cyst. The abdomen 
was opened and a thick-walled cyst tapped, 18 pounds of dirty brownish fluid, with 
some coagula, being removed. The tumour was then seen to be uterine; it was 
removed by supravaginal hysterectomy. A good recovery was made. The multiple 
fibro-myomata were found to be in various stages of cystic degeneration. Microscopic- 
ally, the walls of the large cavities consisted of cedematous connective tissue lined by 
necrotic material. The walls and the solid tumour were infiltrated with small round 
cells. The uterine cavity was obliterated and its mucosa degenerated and destroyed. 

Mites H. 


The Necrosis of Myomata in Pregnancy. : 
F. Scuenx, Prague (Zentralb. f. Gyndk., 1908, No. 7), points out the relative 
frequency of necrosis in myomata during the puerperium compared with its rarity 
during pregnancy. Of the latter he can only find three instances recorded beside 
the following one of his own :—In a primigravida, aged 38, in the fifth month, a 
large myoma caused threatening symptoms—fever and want of breath. Supravaginal 
hysterectomy was therefore performed, and she recovered. The myoma was found 
to be necrosed in its centre, but Schenk does not attempt to explain why this necrosis 

had occurred. 


Uterine Fibroids complicated by Pregnancy. 

L. S. McMurtry (Surgery, Gynecology and Obstetrics, March, 1908) expresses 
his opinion that uterine fibromyomata and pregnancy are but rarely associated, and 
that surgical intervention is only necessary in selected cases. He gives notes of four 
such cases in his own practice. (1) From a primigravida, aged 32, in the fourth 
month of pregnancy, he easily enucleated two subserous fibroids growing from the 
lower uterine segment. Rapid rate of growth appears to have been the indication for 
their removal. Six weeks later the pregnancy was progressing normally. (2) A five 
months’ pregnant uterus with a large interstitial fibroid, which filled the pelvis, was 
removed by abdominal hysterectomy. Nausea and pressure symptoms had existed 
for weeks. A good recovery was made. (3) A primipara, aged 28, was delivered of 
an eighth month still-born child. The placenta was retained and could not be removed 
on account of the presence of an interstitial fibroid which occupied the lower portion 
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of the pelvic cavity. Symptoms of sepsis had appeared when McMurtry was called 
in. He performed supravaginal hysterectomy. A good recovery was made. (4) 
Labour, at full time, was obstructed by a large multi-nodular fibroid. The cervix 
could not be reached. McMurtry performed Cesarean section and then removed the 
entire tumour by supravaginal hysterectomy. The child lived and the mother made 
a good recovery. Mires H. 


Pregnancy and large Myoma of the Uterus—Torsion. 

M. G. Lrmotsxy (Semaine Médicale, February 5th, 1908, p. 72) exhibited at the 
Vienna Medical Society the uterus of a septipara, 38 years old, who, during her last 
pregnancy, had suffered from severe abdominal pains, accompanied by swooning, 
nausea, and fever. In the left side of her abdomen, a large tumour was to be felt 
extending up to the costal border and divided into two parts by a furrow. Operation 
showed that the gravid uterus had been twisted about its longitudinal axis to the 
extent of 90°. The posterior wall to the right was the seat of a very large myoma 
adherent to the omentum and intestine. After the adhesions had been detached 
Lihotsky performed a subtotal hysterectomy. The myoma alone weighed 4 kilos. 


Myomectomy during Pregnancy. 

F. Spartu, Hamburg (Deuts. m. Wchnschr., 1908, No. 10) performed an abdominal 
section for a tumour with torsion about its axis, supposing it to be an ovarian growth. 
It proved to be a gravid uterus which had become rotated owing to an interstitial 
myoma. He enucleated the myoma and the pregnancy was not interrupted, and 
ended in a normal labour. 


The Value of Cystoscopy in the Prognosis of Abdominal Operations 
for Cancer. 

Fromme, Halle (Monats. f. Geburts. u. Gyndkol., Bd. xxvii, Ht. 2), has employed 
cystoscopy in 110 cases, in 65 of which he was unable to detect any essential modifica- 
tion of the vesical cavity. In all these cases the detachment of the bladder was easily 
effected and the ureters were undilated. In estimating the approximation of the 
carcinoma to the bladder, the projection or distortion of the trigone, by itself, is 
not important. 

In 15 cases there was vesical oedema, bullous cedema only in 4, but in all these the 
detachment of the bladder was difficult. 

That an unfavourable prognosis is attached to cedema of the ureteral orifice 
Fromme had proof in 11 instances. In such cases it is to be expected that the 
preparation of the ureter will be difficult or impossible. 


Pyometra in Uterine Carcinoma. 

A. Lomon, Toulouse (Paris Thesis, Zentralb. f. Gyndkol., 1908, S. 115), asserts 
that pyometra is a complication of carcinoma of the uterus, whether of the corpus 
or cervix, and that it occurs in about 6 per cent. of all cases, though only in 
women who have passed the menopause. It happens under two different circum- 
stances: (1) in stenosis of the cervix due either to senile sclerosis or to an epithelial 
tumour, a chronic metritis is set up and is promoted by the presence of the 
carcinoma; or (2) a carcinoma of the corpus may by its growth occlude the internal 
orifice of the cervical canal. The intra-uterine ulcerating growth is perpetually 
discharging into the uterine cavity. One should therefore in every case of uterine 
carcinoma clear a way through the cervix and palpate the cavity of the uterus. 
Should there be pyometra one must provide a free way for the pus through the cervix 
with the curette or thermocautery, and if this be done the pyometra does not affect 
the prognosis of operation for carcinoma of the uterus. 
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Hematocele of Unusual Origin, bursting spontaneously without 
Suppuration into the Vagina. 


Z. MonziorsKi (Monats. f. Geb. u. Gyn., Bd. xxiv, Heft 4), reports the 
following case :—A quartipara, aged 26, complained that she always bled when she 
had intercourse, and that her last menstrual flow bad continued for two weeks. 
She was found to have a small tumour in the navel, and the finger introduced into 
the vagina encountered close to the introitus a tumour lying behind the uterus and 
completely filling the pouch of Douglas. The finger passed through an opening in 
the posterior fornix and came upon blood-clots. This condition was confirmed by 
examination with the speculum, and the diagnosis made was a non-suppurative 
hydrocele, which had spontaneously broken into the vagina. As the patient’s 
temperature had risen to 38°C., the hematocele was evacuated by the vagina, and 
the portio vaginalis was found to be almost black. It seemed probable that there had 
been an extra-uterine pregnancy. Six weeks later the woman was found to have in 
her vagina a tumour of soft consistence and cylindrical shape, and after two months 
this tumour had become so large as to fill up the vagina almost completely. 
Laparotomy was therefore performed and the whole of the pouch of Douglas was 
found filled up by a whitish tumour which had included the left adnexa and 
extended into and filled up the utero-vesical pouch also. The omental glands and 
even the omentum itself were also involved. This primary tumour, the umbilical 
growth and parts of the mass in the vagina proved to be adenocarcinoma. 

Reviewing the history of the case, it is to be supposed that the malignant growth 
originated in the left adnexa and afterwards extended to the neighbouring parts and 
caused metastases in the omentum and navel. In the course of its development it 
invaded a blood-vessel which ruptured and led to the hematocele, of which the 
pressure was so great that the portio vaginalis became almost black and the posterior 
vaginal vault gave way. Monsiorki deduces from the case that when a non- 
suppurating hematocele has ruptured into the vagina, one may without scientific 
error or danger to the patient, empty the sac of coagulated blood, but that in so 
interfering one’s attitude must be one of armed expectation. 


The Origin and Nature of Primary Cancer of the Fallopian Tube. 

Erwin Kesrer (Monatssch. f. Geb. u. Gyn., March, 1908, p. 327), contributes - 
to medical literature an original report of a case of this disease, and then discusses 
theories about the relation of primary tubal cancer to salpingitis. This patient was 
a woman aged 57, who had been delivered of a child at term, thirty-three years 
before. This, her only pregnancy, ended with a normal puerperium, and she never 
suffered from any symptoms of pelvic disease. The menopause, complete at forty- 
eight, was not associated with any morbid complication. The patient, stout and 
healthy-looking, consulted Kehrer on account of hypogastric pains which had 
troubled her for several months, and for a week there had been very free and 
often bloody discharge. On examination, he could define a tumour of the size of 
a fist behind the uterus, mostly on the right side; a smaller tumour as big as a 
plum lay to the left. The condition simulated pyosalpinx. Kehrer kept the patient 
under observation for a few weeks, and found that even at the end of a fortnight 
the right tumour had distinctly increased in size. He ultimately operated. Before 
opening the abdominal cavity he punctured the tumour through the posterior vaginal 
fornix and, instead of pus, a dirty reddish-brown fluid escaped; much infiltration 
could be defined in the pelvic connective-tissue to the right of the uterus. The 
tumcurs were strongly adherent to the adjacent viscera; the left, thin-walled and 
oval, was twisted several turns close to the uterine cornu. Metastatic deposits were 
found on the surface of the uterus, the top of the bladder, the right parametrium 
and the transverse colon. The entire uterus was removed with the appendages. 
The operator then dissected away as much of the malignant deposits in the 
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connective-tissue as could be reached, but failed to clear the right ureter thoroughly 

owing to the free extension of the deposit backwards and upwards. The abdominal 
cavity was searched to its uppermost limits, but no other tumour could be found. 
The peritoneum was sewn over the big gap made by the removal of the diseased 
organs and tissues. A few weeks afterwards the patient suffered from pleurisy 
on the right side; the pleura was tapped, and much bloody serum came away. The 
pelvic cavity was found to be full of newly-developed deposits. Emaciation at 
length set in, and the patient died three months and a half after the removal of the 
uterus and appendages; unfortunately no post mortem examination was permitted. 

The right Fallopian tube was the primary seat of cancer; it was retort-shaped, 
and its outer segment was stuffed with a new growth, carcinoma alveolare gyriforme. 
Nearer the isthmus, at two points, a simple growth was detected, pure papillary 
cancer lined with low cubical epithelium mostly in several layers and devoid of 
cilia. The walls of the tube were very thin, and the muscularis seemed wholly 
replaced by connective-tissue. In all the metastatic deposits the simpler or papillary 
growth prevailed. The dilated and twisted left tube was free from cancer, but the 
left ovary as well as the right was infected. 

Kehrer devotes the rest of his monograph to a painstaking analysis of recorded 
cases of primary cancer of the Fallopian tube. He dwells on the distinctly acute 
symptoms observed in his own case, the rapid increase in the size of the affected 
tube and the total absence of high temperature or any other indication of fever. 
At the operation he found numerous adhesions, which hé maintained were the result 
of the development of the cancerous growth. He then turns to somewhat similar 
cases. His conclusion is that Sanger and Barth were mistaken when they insisted 
that tubal cancer invariably develops after chronic inflammatory changes in the tube. 
He holds that a previous history of salpingitis does not prove that the cancer was 
caused by that affection, and he shows how often it seems evident, as in his case, 
that the cancer is the cause of the pelvic inflammation. Peham’s conclusions agree 
with those of Kehrer. Histologically, Kehrer objects to the division of tubal cancer 
into two distinct types—papillary and papillo-alveolar, as the former is evidently the 
early stage of the latter. 

{[Dr. Kehrer makes out very clearly that the papillary cancerous deposits in his 
own case represented an early stage of the papillo-alveolar growths in the same 
tube. The pure papillary growth, however, might have developed originally as 
papillomatous endosalpingitis (Macrez), the forerunner of papilloma of the tube. 
The very close resemblance of a tubal papilloma which proved to be innocent (as in 
my own case) to a tubal papilloma which proved to be malignant (Eberth and 
Kaltenbach’s case) must not be forgotten. This middle factor, the papillary growth, 
we must further point out, is not very certain. I described a papilloma of the tube 
in 1879; Mr. Bland-Sutton believes still that it was an adenoma (Z'umours, Innocent 
and Malignant, 4th Edit., 1906, p. 400); Clark, Sanger and Barth, and Le Count 
deny the existence of an adenoma of the tube; whilst, lastly, Quénu and Longuet 
believe that both papilloma and adenoma of the tube have been recorded, and 
tabulate cases of both these diseases. I have summarized the conflicting opinions of 
numerous authorities in Allbutt and Eden’s System of Gynecology, 1906, p. 503 and 
512. Until this question, the precise nature of the papillary growth observed in 
the Fallopian tube, is settled there can be no satisfactory solution of the disputed 
relation of salpingitis to tubal cancer.] Asan Doran. 


Malignant Vaginal Growth secondary to an Adrenal Tumour of 
the Kidney. 

R. Frevunp (Zentralbl. f. Gyn., No. 9, 1908, p. 304), recently reported, at a 

meeting of a medical society, a case of a metastatic growth in the vagina removed 

a year and a half after the patient had undergone nephrectomy for “sarcoma” of the 
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left kidney. The vaginal growth was of the size of a cherry, and lay in the anterior 
wall of the vagina behind the urethra and a little to its left. The patient was 
56 years of age, and had borne no less than 16 children. For six months she had 
suffered from severe uterine hemorrhages. Fourteen days after the removal of the 
vaginal growth the wound bled severely and the hemorrhage could not be stopped 
until sutures had been passed under the adjacent tissue and tied firmly. The growth 
proved on examination to be “a metastatic, malignant, heterotypical hypernephroma.” 
Freund exhibited the primary tumour, an adrenal growth or hypernephroma of the 
left kidney, as big as a child’s head. There were probably metatases in the liver 
in this case. 

Freund noted that hypernephroma of the kidney was often unattended by any 
symptoms in its early stages. The gynecologist should remember that in a woman 
who has undergone the removal of a tumour of the kidney, metrorrhagia may 
indicate metastatic hypernephroma, especially should any growth be detected on the 
anterior wall of the vagina near the urethra. Professor Veit, in discussing this case, 
added that it was important to make sure in any case of malignant tumour of the 
vagina whether it were primary or secondary. The latter was usually by far the 
more probable. 

[The reporter published the first case of adrenal metastatic tumour of the vagina 
in the JournaL last June (“Malignant Vaginal Polypus Secondary to an Adrenal 
Tumour of the Kidney.” Vol. xi, p. 449). As in R. Freund’s case, the vaginal 
tumour grew from the anterior wall of the vagina near the urethra. We may add 
that this polypus lay a little to the right of the middle line, and the primary tumour 
was in the right kidney. In R. Freund’s case the vaginal growth lay to the left, 
and the primary tumour had developed in the left kidney.] ABAN Doran. 


Metastases of Chorion Epithelioma. 

Zinn (Miinchener m. Wochnschr., 1908, No. 12, S. 652), at the Berlin Society 
for Internal Medicine, exhibited a case of chorionepithelioma with metastases in 
the vagina, lungs and elsewhere, which had given rise to symptoms resembling those 
of miliary tuberculosis. Cyanosis and dyspnoea were marked, but disappeared under 
the administration of atoxyl. No operation was performed as the metastases seemed 
contra-indications; yet this is not so, for chorionepithelioma is a growth with a 
relatively strong tendency to cure, and the metastases orginate from the primary 
tumour only and cease with its removal. The anamnesis in the majority of cases 
shows an hydatid mole to be antecedent to the chorionepithelioma. 


Hernia of the Ovary. 

R. A. Botr (Surgery, Gynecology and Obstetrics, March, 1908) reports: A multi- 
para, aged 35, had noticed a small swelling in the left groin for a year. Sometimes 
at the menstrual period it would be slightly larger and painful. Lately it had been 
more difficult to reduce. A slightly irregular, firmly elastic tumour, about the size 
of a pigeon’s egg, was found just above Poupart’s ligament. On bimanual examina- 
tion the left ovary could not be felt in the pelvis until after the hernia had been 
reduced. Operation was advised. Four days later, when at stool, a larger swelling 
suddenly appeared in the groin. An ovoid very tender tumour, the size of a large 
lemon, was now found. Its lower portion was firm and irregular, its upper was larger 
and fluctuating. After several attempts at reduction the upper part suddenly slipped 
back with a gurgling sensation, the lower portion was then easily reduced. The 
abdomen was opened and the sclero-cystic left ovary, with a parovarian cyst about 
the size of a small lemon, and the Fallopian tube, were removed. The internal 
abdominal ring easily admitted the index finger; it was closed from within by a 
continuous stitch of fine silk. Mites H. PuILuips. 
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Ovarian Cyst of large size. 

PapanicoL, Roumania (Miinchener m. Wochnschr., 1908, No. 10, 8. 529), suggests 
that the reason that gigantic ovarian cysts containing 30 litres of fluid or more 
are so seldom seen nowadays is that people are now convinced of the benefit of 
surgical intervention, and patients submit much sooner to operation than they did 
formerly. A cyst with 112°5 litres of fluid, such as was described by Barlow in 
1879, could hardly be met with at the present time, yet large cysts do occasionally 
occur, and Papanico! mentions a case in which at the operation 32 litres of fluid 
weighing 2,300 grammes, were removed; the cyst had been repeatedly tapped 
previously. In another case, in which operation was refused, 37°5 litres of fluid were 
drawn off by tapping. Experience has proved that the large ovarian cysts are not 
always the most difficult to operate upon, and that cases are not uncommon in which 
the cyst is not adherent to the neighbouring viscera and can be removed very easily. 


Parovariotomy Vaginalis sub partu. 

A. S1ITzENFREY, Prague (Prager m. Wochnschr., 1907, No. 44), reports a case in 
which a parovarian cyst obstructing labour was dealt with by the vagina, probably 
the eighth only of the kind. The operation was rather difficult compared with the 
abdominal one entailing Cesarean section, but the head descended rapidly after the 
cyst had been opered. The child was delivered with forceps, but was dead, 
strangled by the cord round its neck. The wound and the uterus were thoroughly 
packed, and after two rigors and a temperature which once reached 38'2°C., the 
woman made a good recovery. 


Salpingitis communicating with the Uterus. 

Capvenat (Bulletins et Mém. de la Soc. Anat. de Paris, July, 1908) exhibited last 
year to the Anatomical Society of Paris, a specimen of a fibroid uterus with salpingitis 
removed by M. Hartman. The fibroid, situated anteriorly and to the right of the 
uterus, was not specially remarkable, but on opening the cavity of the organ a certain 
amount of greenish pus was found in the left cornu and was increased by pressure 
on the left tube, even eight days after the operation. Cadenet had not been able to 
find that any similar specimen had ever been shown, though clinically many cases of 
tubes discharging into the uterus have been recorded. Before the operation no 
escape of pus had ever been observed, in Cadenat’s patient, nor had the fibroid varied 
in volume. The tumour was very big, and so it masked the tubal disease and blocked 
the uterine orifice of the tube, preventing any pus from entering the uterine cavity. 
Yet, Cadenat adds, the orifice was unusually wide, being quite visible to the naked 
eye, whilst the microscope showed that it had undergone distinct dilatation. 


Chronic Inflammation of the Uterine Adnexa. 
Procuownick (Miinchener m. Wcehnschr., 1908, No. 7, 8. 365) in an address to 
the Biological Section of the Hamburg Medical Society, referred to the variety and 
confusion in the views which had been advanced upon adnexal inflammations during 
the short time, 30 years, during which all our more exact knowledge about them 
had been acquired. In spite of the numerous discussions in medical societies the 
practitioner had not, as yet, been given any information definite enough to enable 
him to decide when and for how long conservative measures should be adopted in 
such maladies, and at what point of time they should be treated by operation. A 
pronounced tendency to operation slowly gave way to an equally pronounced con- 
servative attitude. Neither of these can be permanently kept to, and it falls to the 
second generation of gynecologists to construct the natural graduation between the 
two with all the help that clinical and especially biological observation can afford. 
‘he lecturer then gave a series of lantern demonstrations of preparations specially 
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selected, not simply from an anatomical but rather from an etiological point of view. 
They were taken from patients who, after being under his own observation for a 
long time, generally for several years, had finally been operated upon and cured, and 
included (1) gonorrhoeal infections of virginal and puerperal media, in various final 
stages; (2) simple puerperal infections; (3) simple primary genital tuberculosis; (4) 
general infectious diseases; (5) infections from the intestines; (6) mixed infections, 
especially gonorrhea with tuberculosis, and gonorrhea with therapeutic infection; 
(7) chronic infections of obscure cause, such as inflamed tubo-ovarian cysts ; the results 


of torsion; corpus luteum cysts. The exhibits are interesting from three points of 
view :— 


(1) ‘hey show the way nature works to effect auto-cure: by wedging up, making 
rigid, forming adhesions, causing absorbtion, and thus give an insight into the ways 
of cure by conservative treatment. Such cure may be obtained in from 70 to 75 
per cent. of cases of gonorrhea] and puerperal infection, but the percentage falls 
gradually but very considerably in tuberculous, intestinal and other forms of 
infection. 

(2) They show, in numerous cases, the wreck of nature’s efforts at cure: rupture 
into neighbouring organs, free perforation, and so forth, and give hints for operative 
indications upon purely objective foundations. 


(ili) ‘hey prove that the etiological classification of the diseases may be of very 
great service for the purpose of teaching and demonstration, but that it does not 
suffice for, though it may be of assistance in, the choice between conservative and 
operative treatment. Formulation of definite indications for treatment must depend 
entirely upon accurate clinical observation. 


Simultaneous Pregnancy in both Tubes. 

B. Laurer, Helsingfors (Engstréms Mitteilungen, Band vii, Heft 2), reports a 
case of operation on a quartipara on account of early tubal abortion with hematocele, 
at which pregnancy was discovered in the other tube also. The histological 
examination revealed such complete correspondence in the development and 
commencing degeneration in the chorionic villi in the two tubes that the pregnancy- 
in each must have commenced at the same time. 


Repeated Extrauterine Pregnancy. 

E. Fitnovtanp, I.D., Paris (Zentralb. f. Gyndkol., 1908, No. 11, S. 380), points 
out that it is not very unusual for a woman to have more than one tubal pregnancy 
either first in one tube and afterwards in the other, or in both tubes at the same 
time or even twice in the same tube. Inflammatory lesions are most commonly the 
cause of tubal pregnancy, and the fact that such lesions are generally bilateral 
explains the occurrence of bilateral tubal pregnancy. Such lesions chiefly affect the 
tubal mucosa and cannot have been severe or conception would not occur at all. 
The course of the second ectopic pregnancy is generally similar to that of the first 
and is not particularly dangerous. A normal uterine pregnancy may occur between 
two ectopic pregnancies, or, after two such pregnancies, a return to the normal may 
be established. The diagnosis does not depend on the presence of a fetus but on 
that of decidual cells, and especially of chorionic villi, in the tumour removed. 
Extra-uterine pregnancy demands intervention upon its first symptoms, and, with 
rare exceptions, by the abdominal way on account of the necessity of inspecting the 
injured viscera, removing the gestation sac completely, and ascertaining whether the 
adnexa on the other side are healthy. The danger of another extra-uterine pregnancy 
does not justify total castraticn in the absence of lesions in the other adnexa which 
in themselves justify such castration. One must in every case most carefully examine 
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the adnexa of the other side, and not be too conservative if it is doubtful whether 
they are sound or otherwise. Every delayed menstrual period, every circumstance 
that renders extra-uterine pregnancy probable, demands most careful consideration. 


Abdominal Pregnancy to Term, Operation, Living Child, Placenta 
left in the Abdomen. 

H. W. Frevnp, Strassburg (Zentralb. f. Gyndkol., 1908, No. 12, S. 416), says: 
A tertipara, during the first half of her last pregnancy, suffered attacks of pain so 
severe as to make her swoon, but the attacks afterwards became less severe. Her 
abdomen, when she was admitted to the klinik corresponded in size to the last month 
of pregnancy, but contained two tumours distinctly palpable asunder: one of them 
was the uterus as if in the fifth month of pregnancy, but the head of the child could . 
be felt in the pouch of Douglas. Abdominal section revealed a pseudomembrane, 
made up of adhesions between the uterus, ‘intestines and omentum, enveloping 
the child like an ovisac, but containing no trace of amniotic fluid. The child lying 
in these adhesions was alive, and when, after division of the cord, it had been 
removed, the rather small placenta was found to be situated partly on 
the right horn, from which it projected like a roof over the small pelvis to the 
right; one lobe, in the pouch of Douglas, was extensively and intimately adherent 
to the peritoneum, while the rest was firmly attached to the small intestine. Of 
membranes proper, nothing was to be found. On account of the very profuse bleed- 
ing caused by an attempt to remove the placenta, the latter was left in the abdomen, 
the bleeding parts having been firmly plugged. The child died after six hours. The 
childbed was apyretic The tamponade was removed by degrees, and the abdominal 
opening, in spite of all efforts to keep it open, with the view of allowing the placenta 
to be perhaps expelled, constantly contracted and, at the end of six weeks, was firmly 
closed. The placenta, however, remained in the peritoneal cavity, and for a long 
time could be felt as a tumour nearly the size of a child’s head, but by degrees 
this tumour became smaller and smaller. 


J. A. Attwoop, Jamaica (Brit. Med. Journ., February 5th, 1907), reports a some- 
what similar case: A negress, aged 33, in her third pregnancy, had several attacks of 
severe abdominal pain, and on one occasion profuse hemorrhage, but was able to 
continue her household duties after the pains ceased, in spite of the weakness left 
by them. The movements of the child were remarkably strong. At the normal term 
of the pregnancy the severe abdominal pains came on again. Abdominal section was 
performed, and a living child removed, which died in a few hours. The placenta 
was seated on the posterior surface of the uterus and on the broad ligament and was 
attached to the omentum by some adhesions. These adhesions were divided and the 
placenta separated from the uterus without cutting. Uncontrollable hemorrhage 
occurred, the soft uterine tissue would not hold any ligatures, and the organ was 


therefore extirpated. A glass tube was left in the abdominal wound for drainage. 
Recovery. 


Secondary Abdominal Pregnancy. 

GarkiscH (Miinchener m. Wcehnschr., 1908, No. 11, 8. 597) exhibited, at the 
Soiety of German Medical Men in Bohemia (November 12th, 1908), a tumour twice 
as large as a fist, which had been removed from a woman 34 years of age by 
laparotomy. She recovered. The left tube was normal except that towards its 
abdominal end, which passed into the tumour, it was somewhat thickened. The 
tumour contained, in its lower part, the ovisac with the membranes and the placenta 
which was inserted at a considerable distance from the abdominal ostium of the 


tube. Histological examination proved that primarily the ovum had been implanted 
in the tube. 
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The Diagnosis of Early Pregnancy. 

Exxice McDonatp (Amer. Journ. Obstet., Vol. lvii, 1908, p. 323), has made a 
careful investigation of 100 cases of early pregnancy with a view to testing the 
accuracy of the accepted signs of that condition. His conclusions are summarized 
in a useful table, and special attention is drawn to the fact that the contractions 
and relaxations of the uterus can be appreciated before the pregnant uterus has 
become an abdominal organ, and that the contractions occur about every five or ten 
minutes. The object of the paper, however, is more particularly to draw attention 
to the increased flexibility of the isthmus of the uterus as a sign of early 
pregnancy. This is practically a modification of Hegar’s sign, and depends upon the 
increased vascularity and softening of the lower uterine segment. The bladder must 
be empty and the patient should be lying upon her back. One hand is placed upon 
the fundus of the uterus and the fingers of the vaginal hand upon the posterior lip 
of the cervix. The hands are then pushed together and the uterus bends at the 
isthmus easily like a well-oiled hinge. McDonald is convinced of the reliability of 
this sign, having found it in 97 out of the 100 cases examined. 

C. Nepean 


Opthalmoscopy in Pregnancy. 

Witt1am CampBett Posry and JoHN Cooke Hirst (Journ. Amer. Med. Ass., 
Vol 1, 1908, p. 865).—In cases of albuminuria of pregnancy physicians have been 
accustomed to search the retina and optic disc for pathological changes. These 
authors are impressed with the necessity for carrying cut similar examinations in all 
instances of toxemia in pregnancy, quoting cases in which changes in the retina and 
disc were present, though there was no albuminuria. C. Nepean LonGRIDGE. 


Hezmaturia of Pregnancy. 

E. A. Battocu (Surgery, Gynacology and Obstetrics, March, 1908) records the 
following case: The patient, aged 31, had had seven children and two miscarriages 
in eleven years. Hematuria occurred during the fifth pregnancy and lasted ten 
days It recurred during the seventh pregnancy, and was still continuing when 
Balloch first saw the patient, seven months after the confinement. There had been 
no renal colic. Cidema of the feet had existed since the first pregnancy. She was 
a frail anemic woman with rapid pulse and blanched mucous membranes. There 
was marked tenderness over the left kidney. The urine contained abundant red 
blood cells; no pus; no casts. Cystoscopy revealed blood in the urine escaping from 
the left ureter; the urine from the right kidney appeared normal. Prolonged 
medicinal treatment having failed to stop the hemorrhage, Balloch removed the left 
kidney. She made a good recovery. The nephrectomy was soon followed by another 
pregnancy, accompanied by hematuria, which ceased when the child was born. The 
kidney was small, with a pale non-adherent capsule. Microscopically it showed 
thickening of the capsules of the glomeruli, and in one area changes characteristic of 
the small granular kidney. Balloch thinks that the persistent cedema of the feet 
points to renal changes having occurred during the first pregnancy, and that, owing 
tc the rapidity with which one pregnancy followed another, the kidneys had never 
had time to recover, until finally chronic congestion produced the hematuria. The 
recurrence of hematuria after nephrectomy apparently supports Casper’s statement 
that, although the hematuria may be unilateral, the nephritis of which it is a 
symptom is always bilateral. Balloch supports the view that the hematuria is a 
symptom of chronic nephritis due to a toxemia of pregnancy. He quotes Bouman’s 
opinion, which was based on the study of seventeen cases, that there are renal changes 
before conception, and that pregnancy aggravates them either through congestion or 
autc-intoxication. Balloch lays stress on the use of the cystoscépe’ and’ tlte’ ureteral 
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catheter in determining the source of the blood. As decapsulation and nephrotomy 
have been followed, just as promptly as nephrectomy, by cessation of the hemorrhage, 
Balloch thinks they ought to be tried first. Mites H. Puuttips. 


The Placenta in Eclampsia. 
Mm. Brinpeav and Nattan-Larrier (Z’Obstétrique, February, 1908) in a memoir, 
illustrated with coloured plates, point out that white infarctions are frequently found 
in the placenta in cases of eclampsia; they are subchorionic, in the form of small 
multiple spots chiefly at the periphery of the placenta, or of gray nodules on the 
maternal surface: they may be considered as consequences of the general intoxication 
of the patient, such as also happen in syphilis, rather than as connected with acute 
eclampsia.  Arteritis and phlebitis are often found but less frequently than in 

syphilis. (dema, they think, results merely from the death of the foetus. 

More characteristic of eclampsia are hemorrhages in various forms: (a) Nodular 
hemorrhages forming a plum-pudding placenta (placenta truffé of Pinard). (b) Diffuse 
hemorrhages. (c) Retro-placental haemorrhages. 

Alterations in the plasmodium are found in the form of nodular hypertrophies 
associated with atrophic areas. This atrophy may be so extreme as to leave the 
Langhans layer bare. In the villi affected the vessels are commonly thrombosed. 
Atrophic changes are found also in the decidua. Hemorrhagic endometritis, especially 
at the edges of the placenta, probably leads to the retro-placental hemorrhages. The 
conclusions drawn are that the lesions are multiple and that none of them are 
characteristic, but that the vascular lesions and the plasmodial proliferations may be 
considered to be specially associated with the poison of eclampsia, though the nature 

of this is yet unknown. E. H. L. O. 


Precipitate Labour. 

Evcen Kavurmann, I.D., Freiburg (Mtinchener m. Wehnschr., 1908, No. 7), dis- 
cusses the clinical importance of sudden delivery, and formulates the following 
conclusions : (1) ‘he less a woman is interfered with in labour, the more favourable 
is the prognosis for her childbed. (2) Auto-infection is possible, but invariably runs 
a milder course than ectogenous infection. (3) Infection from germs in the atmos- 
phere may be excluded. (4) In precipitate labours, there is no protection to the 
perineum, yet they cause no more injury to the vagina or perineum than assisted 
labours in which such protection is afforded, (5) and even when the perineum is 
torn, there is hardly ever trouble in childbed. Between October 1, 1904, and 
November 1, 1907, there were in the Freiburg Klinik 50 labours of definitely 
precipitate character, most of them in multipare; a proportion of about 2 per cent. 


Dystocia from Ventral Fixation. 
O. Pavut Humpstone (Amer. Journ. Obstet., Vol. lvii, 1908, p. 260), records six 
cases of severe dystccia following ventral fixation of the uterus. In the first case 
the posterior wall of the uterus ruptured, and the patient died. In the second, 
the cervix could not be reached from the vagina. Cesarean section was performed, 
and the patient died. In three other cases Cxsarean section was performed and 
the patients recovered; and in the sixth case version was performed with difficulty, 
but successfully. In all these cases the cervix was very high up, and the difficulty 
was due to the enormous thickening of the anterior fixed wall of the uterus which 
formed a projecting shelf and obstructed delivery. C. Nepean LONGRIDGE. 


Cengenital Cystic Kidney impending delivery, complete situs 
inversus viscerum. 

Freunp (Miinchener m. Wehnschr., 1908, No. 7, S. 364) reports the following 

case: A.taedical.man was summoned to a labour because the trunk of the child 
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did not follow the birth of the head. Traction on the head tore it away from the 
body, and, after both arms had been brought down and torn off in the same way, 
podalic version was performed, but the delivery could not be completed owing to the 
great distension of the child’s abdomen. The abdomen was therefore opened and 
traction was made by one hand hooked into the child’s pelvis and by the other on its 
feet, and after one of its legs had been severed from the body, the trunk was 
extracted in this way, after an hour’s further delay. A spherical tumour was ex- 
pelled spontaneously before the spontaneous birth of the placenta. 

‘The tumour was found to be a cystic kidney which had been dislodged from the 
right side of the child during the extraction of the trunk. It, as was the other 
kidney also, was considerably larger than two fists. 

Such tumours, as impediments to delivery, are relatively rare. They generally 
lead to breech presentations, by their descent in the child’s abdomen, and are then 
more easily dealt with than in the present case, as after an obstruction is recognized 
the abdomen is easily accessible. The abdomen should, in the first place, be punctured, 
as the obstruction might possibly be due to ascites or extreme distension of the bladder. 
Puncture, if unsuccessful, should be followed by evisceration. In head presentations, 
especially after the birth of the head, the only thing to be done after ascertaining 
that the delay is not due to excessive width of the shoulders, is to take off the head. 
Version will then facilitate evisceration. 

‘Three theories have been advanced about the genesis of congenital cystic kidneys : 
(1) Inflammation extending from the renal pelvis and leading to atresia of the papille 
by masses of uric acid (Virchow, v. Winckel, Thorn); (2) true tumour formation, 
analogous to a multilocular cystoma, from the proliferation of rudimentary tubules 
arrested in their development (Kahlden, Birch-Hirschfeld) ; and (3) that of malforma- 
tion or rather arrested formation (Mirabeau, Ribbert, Borst). In Freund’s opinion the 
last is the most probable from the mode of development of the kidneys. The two 
independent elementary components of the kidney, the nephroblasts with glomeruli 
and convoluted tubes on the one hand and the antecedents of the ureters with the 
papille and collecting tubes on the other, do not become united, so that the urine is 
held up and causes cystic distension of the tubules and glomeruli. This theory is 
supported by the extreme frequency with which such congenital cystic kidneys are 
associated with other malformations of the foetus. The present case was complicated 
by a pancreatic cyst, and by complete situs inversus of the thoracic and abdominal 
viscera, such as has only been recorded in one case previously, that of Glang. Freund 
exhibited this specimen at the Medical Society at Halle, and it is described in detail 
in an inaugural dissertation by Hennig. 


Note on the Management of Triplets. 


Pinarp (Comptes rend. Soc. d’Obst. Gyn. Pad. de Paris, November, 1907).—At a 
previous meeting of the Society, Grosse advised that, in cases of triplets, as long 
intervals as possible should be allowed to elapse between the different births in order 
to allow due retraction of the uterus to take place, and to avoid emptying that 
organ too rapidly. An hour should be allowed between the birth of the first and 
second child, and more than an hour between the second and third. Even with this 
interval Grosse had, in one case, to remove the placenta rapidly on account of severe 
hemorrhage. 

Pinard does not see any advantage in delay between the extractions of the children, 
as he has never experienced any bad results from rapid delivery; the hemorrhage in 
cases of delay is often due to the delay itself. In the case alluded to, as the third 
child was in the transverse position, the shoulder presenting, version under chloroform 
ought to have been performed in order to hasten the extraction or, better still, if 
version had been performed after the birth of the second child, no chloroform would 
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have been necessary, and, delivery being more rapid, hemorrhage probably would not 
have taken place. If there had been more than one placenta, the patient would have 
had more serious complications. 

Pinard mentions a case in which one placenta remained half attached but did not 
belong to the infant which remained in the uterine cavity; so that the patient was 
in an extremely grave condition. 

in conclusion, he declares that when one child has been expelled there is nothing 
but inconvenience to be got by prolonging the delivery of the second and third. 
A. Louise McIzroy. 


Fistula between the Fundus Uteri and the Small Intestine. 
Wirxiam P. Graves (Amer. Journ. Obstet., Vol. lvii., 1908, p. 353), reports the 
following unusual case :—A woman, aged 38, was delivered of her ninth child by 
forceps. From what could be learned of the history of the labour it appeared that 
the physician had ruptured the uterus with the forceps; the bowel had prolapsed, 
and a portion of the bowel had evidently been removed. In spite of this, recovery 
took place with no very serious symptoms, except the discharge of feces through 
the vagina. Six weeks after delivery, however, the patient was seen in an extremely 
emaciated condition. The vagina and a considerable area of both buttocks were 
much macerated and exquisitely tender. It was evident that there was a fistulous 
communication between the uterus and the upper portion of the intestine, as clear 
bile was passed occasionally. The abdomen was opened, and the gut was found 
completely severed at a point about two feet from the duodenum. The proximal end 
was attached to and communicated with the uterus. The distal end was completely 
sealed off and adherent to the pelvic wall. The ends were freed and anastomosed, 
and the patient made a complete recovery. C. Nepean LoNGRIDGE. 


Fibrous Union of the Hebosteotomy Wound. 

OBERNDORFER, Munich (Zentralb. f. Gyndkol., 1908, No. 7), had to perform an 
autopsy on the cadaver of a woman who more than a year previously had undergone 
hebosteotomy. A most thorough radiographic, macroscopic and _ histological 
examination of the bones proved that there was not the slightest trace of ossification 
in the cicatrix of the saw-cut. From this case and the similar ones already published 
Oberndorfer concludes that the unicn of the hebosteotomy wound is, as a rule, by 
cennective-tissue and that bony union seldom or never occurs. 


Relaxation of the Symphysis Pubis during Pregnancy. 

Georce BérKxgvist, Helsingfors (Engstréms Mitteilungen, Band vii, Heft 2), 
reports three instances of extreme relaxation and extension of the symphysis pubis 
in a primigravida, a quantigravida and an octigravida. During the second half of 
pregnancy, without apparent cause, they suffered from pain in the symphysis, at first 
only after much walking but the pain increased in frequency and severity as the 
pregnancy advanced towards its term. There was also pain in the sacro-iliac joints. 
Examination revealed that when the patients stood first on one leg only and then 
on the other the pubic bones shifted from 1°0 to 1‘5cm., on one another. Labour 
was spontaneous, and the troubles disappeared spontaneously by degrees; the 
improvement appeared to be accelerated by repose. 


Extraperitoneal Hysterotomy. 

Sevtuerm, Tiibingen (Zentralb. f. Gyndkel., 908, No. 5), on the basis of two 
cases successful as regards both mother and child, recommends extraperitoneal 
hysterotomy as preferable to abdominal or vaginal Cesarean section or division of 
the bony pelvis. By this conservative operation, which is easy in its technique, 
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the child may be delivered without attacking either the pelvis or peritoneum. It is 
perfoimed as follows :—The pelvis being well elevated, Pfannenstiel’s transverse 
incision is made through the skin and subcutaneous fat down to the fascia, and the 
fascia itself is divided transversely; the recti muscles are separated and the 
peritoneum is detached from their inner surfaces, then from the surface of the 
bladder, which must be moderately full, and finally, from the surface of the corpus 
uteri. The cervix is divided longitudinally in the median line, the child extracted, 
and its cord tied and divided. The placenta is removed by the hand, and the uterine 
and more superficial wound closed in the usual way. 

In a second communication (ibidem, No. 10) he reports three other cases, one 
ending fatally, gives further details of his plan of operation, and claims that the 
method has justified his hopes. In infectious cases, however, it is better to leave 
the wound open. All the women who recovered were able to leave bed the day 
after delivery, and he exhibited to the Medical and Natural Science Society at 
Tubingen one of his cases on the eighth day after the operation (v., Miinchener m. 
Wochnschr., 1908, No. 11, S. 594). Sellheim frankly acknowledged the merit of 
Frank in regard to extraperitoneal section, but held that his technique in dividing 
the abdominal muscles and the uterus transversely was faulty, at all events, for 
simple cases. 


Fromme, Halle (Zentralb. f. Gyndkol., 1908, No. 9, S. 301), reported to the 
Leipzig Obstetric and Gynecological Society seven cases which he claimed showed 
that in women in whom Cesarean section is indicated after the membranes have 
broken and when therefore the absolute freedom of the uterus from germs cannot be 
guaranteed, Frank’s extraperitoneal hysterotomy is available. Frank’s original 
operation is improved if in women whose temperature has not become feverish the 
suture of the peritoneum be cast loose, after the uterus has been emptied and stitched 
up, so that the possible inconvenient adhesion of the uterus to the anterior abdominal 
wall may be avoided. Moreover, the transverse incision through the abdominal 
wall and the uterus may be replaced by longitudinal incision provided that good 
uterine contractions have set in. The danger of rupture of the uterus in a subsequent 
labour is certainly lessened by longitudinal incision. 


Vaginal Czsarean Section for Eclampsia. 

WetsswancE, Dresden (Zentralb. f. Gyndkol., 1908, No. 10), successfully extracted 
a child from a primigravida, aged 22, with nephritis gravidarum, who, in the eighth 
month of her pregnancy was suddenly attacked with oedema, amaurosis and most 
violent eclamptic convulsions. He performed vaginal Cesarean section at once, other- 
wise the child would certainly have died. The mother recovered without trouble. 


Rupture of the Uterine Cicatrix after Cesarean Section. 

Meyer, Copenhagen (L’Obstétrique, February, 1908), reports two cases in his own 
experience, one of which he has published before. The rupture was a small one, 
the foetus was saved in each case, and in neither was the diagnosis made before 
operation. In both, the uterine incision had been made transversely at the fundus; 
in the first there had been suppuration in the wound, and in the second the placenta 
was not implanted on the cicatrix. E. H. L. 


Czsarean Section with Fritsch’s Fundal Incision, for Cicatricial 
Stenosis of the Cervical Canal. 

Z. ENDELMANN, Warsaw (Zentralb. f. Gyndkol., 1908, No. 11), on account of the 

rarity of cicatricial stenosis of the cervical section, reports the following case: A 

tertipara, aged 24, five years married, had been delivered instrumentally of dead 
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children in both her previous labours after four and five days’ travail. She had had 
dysmenorrheea since her first labour. The conjugata vera was 7°5cm., but on vaginal 
examination deep tears were found on each side of the external os, and the tear on 
the right side extended into the vaginal vault where it was continuous with an 
extensive cicatrix. The cervical canal seemed completely occluded above the external 
os. The cervix was hard, unyielding and callous. The child’s head was large and 
not engaged. As after eight hours’ intense travail the cervix showed no signs of 
yielding, Czsarean section was performed, successfully for both mother and child. 
The child was a boy 54cm. long and 4,000 gm. in weight. The uterus was opened by 
a transverse incision 13cm. in length, and the advantages of Fritsch’s method were 
evidenced by the paucity of the hemorrhage, the facility with which the child was 
extracted, and the complete absence of post-operative atony. On the other hand, 
after recovery, there was considerable elevation of the uterus with ventral-fixation. 
In Kleinhans’ monograph (v. Winckel’s Handbuch) only five instances of Cesarean 
section upon similar indications are mentioned. 


Czsarean Section with Fritsch’s Transverse Fundal Incision. 

Srmrock, I.D., Bonn (Zentralb. ¢. Gyndkol., 1908, No. 10, S. 356), bases his thesis 
on 54 cases of Cesarean section performed in the Bonn Frauenklinik, with Fritsch’s 
transverse incision of the fundus. He gives the anamnesis of 37 which had not been 
previously published, and a summary of the whole 54 arranged in a tabular form. 
After withdrawing 3 cases that were infected before operation, and one which proved 
fatal from an abdominal fistula, the mortality was only 4°34 per cent. This favour- 
able result is attributed to the danger of infection being diminished by raising the 
pelvis, eventration of the uterus and provisional closure of the abdominal wound, to 
the very small loss cf blood, to the simplicity of the technique of the operation; to 
the ease with which the child is extracted; to the more immediate contraction of the 
uterus; and to the placenta being seldom injured, and even if so, only at its edge. 
It is remarkable that in 3 cases in which the incision in the fundus was again made 
at a second Cesarean section, the cicatrix of the former incision was solid and firm, 
and showed no thinning nor any tendency to rupture. 


On Puerperal Fever. 


E. Ronce (Berliner klin. Wochenschr., 1908, No. 12, S. 687), discusses, in the 
first place, the origin and treatment of that form of puerperal intoxication which is 
due to saprophytes and of which the prognosis, under the correct treatment of 
emptying the uterus completely and washing it out, is comparatively favourable. 
Of the fever due to gonococcic infection, the prognosis, in regard to life, is also 
favourable, and prolonged rest in bed generally leads to recovery. In the treatment 
of the second important group of the feverish diseases of childbed, that is, the 
puerperal infections due to streptococci, chemical antipyretics are to be omitted in 
favour of warm and tepid baths with affusion, the free admiristration of alcohol, 
and the administration of normal salt solution by infusion or by clysters. Sero- 
therapy, injections of collargol, are methods that have more recently been tried, 
and the injection of 50ccm. of a 2 per cent. solution of nucleinic acid has been 
employed with the object of inducing an artificial hyperleucocytosis in the same 
way as before extensive operations. In regard to the recent surgical treatment of 
these infections Runge draws particular attention to the removal of infected venous 
thromboses by the abdominal or vaginal way, a proceeding which experience shows 
offers some prospect of cure, though the results up to the present have been very 
variable. 


Avucuste TURENNE, Montevideo (Miinchener m. Wochnschr., 1908, No. 12, S. 639), 


declares that we have no rational definite system of treatment for puerperal infection, 
only an accumulation of drugs, local or general in their effect, which in a large 


i 

4 

| 

aS 

2 


Puerperal Infection 379 


number of cases assure recovery, but success in this respect depends on the early 
detection of the primary localization and the prompt adoption of suitable and not too 
energetic local treatment. Evacuation of the uterus is always indicated when it 
contains blood-clots, membranes or remains of the placenta, and while such evacuation 
must be complete, the instruments must always be used under digital control. 
Intrauterine irrigation may be advantageously replaced by drainage and instillation. 
Lecalizations of puerperal infection outside the uterus, must be thoroughly investigated 
and promptly dealt with, but the great tendency to spontaneous involution is not to 
be forgotten, and operation must therefore be the exception not the rule. 


Oil of Turpentine in the Prophylactic and Curative Treatment of 
Puerperal Infection of Streptococcic Origin. 

Fasre, Lyons (Z’Obstétrique, February, 1908), was led to use turpentine in the 
treatment of puerperal sepsis, from the results obtained by Fochier by his method of 
fixation abscesses. Fabre came to believe that the good effect was due to the direct 
action of turpentine and not to the abscess caused by its injection. He finds this 
drug well tolerated, to the extent of 10 grammes (approximately 3iiss) by the mouth 
in 24 hours, or 2 grammes hypodermically. Its action is strongly bactericidal, 
especially on the streptococcus. 

Fabre has used prophylactic intra-uterine injections as a routine practice in his 
wards, since June 1907, and a comparison of the cases so treated with the control 
cases untreated, shows the benefit in the reduction of high temperature. The uterus 
in normal cases is douched out with 2 litres of solution, of which the following is the 
formula. Oil of turpentine 300cc., sterilized water 600cc., tincture of quillaia 5 cc. 
(The French tincture has a strength of 1 in 5.) Of this mixture, 30cc., well shaken 
up in 1 litre of water, make an emulsion sufficiently stable for injection. Similar 
injections are given two or three times daily in cases of localized streptococcic in- 
fection, till some days after the temperature has fallen. Should the infection have 
become generalized, two subcutaneous injections are given daily for 10 or 15 days, as 
may be necessary; lcc. of turpentine is mixed with an equal quantity of rectified 
spirit, and shaken up with 200cc. of artificial serum. Dr. Fabre describes the 
technique employed in makirg cultures from the lochia and from the blood on blood- 
agar. He adds an interesting table showing that since 1900 there has been a well- 
marked rise in the puerperal death-rate in Lyons. The general rate from 1872—1886, 
was 0°74 per cent., from 1887—1900, 0°34 per cent., and from 1901—1906, 0°66 per 
cent. E. H. L. O. 


The Diagnosis and Treatment of Puerperal Fever. 

J. Vert (Berliner klin. Wehnschr., 1908, No. 12) attaches great value to demon- 
stration of the hemolytic streptococcus. If this germ is found in the lochia of a 
woman with puerperal fever, no local treatment should be attempted for fear of 
causing a fresh wound. If the coccus is found in the blood, the prognosis is un- 
favcurable but the intravenous administration of antistreptocccus serum is indicated. 
In childbed fever in which this ccccus is not present, one may try for a cure by 
promoting uterine contractions and, if unsuccessful, must resort to energetic local 
treatment. If in puerperal pyemia the hemolytic streptococcus is present in the 
blood, operation cannot be undertaken without grave consideration. 


Seropathy: The Serum Treatment of Puerperal Fever. 

Méttrer (Miinchener m. Wehnechr., 1908, No. 13, S. 702) reported to the Medical 
Society of Magdeburg upon the results which had been obtained in the Magdeburg- 
Sudenburg Infirmary by serotherapy in puerperal infection. Menzer’s polyvalent 
streptococcic serum, prepared by Merck of Darmstadt, was employed in all cases, 
no cases were considered suitable for this method of treatment in which the infection 
had induced clinically ascertainable changes of tissue such as general peritonitis, 
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puerperal pyosalpinx, parametric exsudates or metastatic abscesses. On the basis of 
his experience, Miller believes that Menzer’s streptococcic serum, though it is 
certainly no specific against general puerperal sepsis, is, in many cases of most serious 
infection, capable of arresting the infective process and bringing the disease to a 
favourable termination. The injections should be begun as early as possible and, in 
the absence of unfavourable effects, large doses should be given. 

In the discussion on this paper, more or less favourable opinions of this method of 
treatment were expressed on their personal experience, by Brunet, Thorn, Wendel, 
Leo, and as regards acute articular rheumatism, by Menzer’s former assistant, Lotsch, 


Stab Wound of Feetus in Utero. 

D. A. K. Steere (Surgery, Gynecology and Obstetrics, March, 1908) reports: A 
young woman, in the seventh month of pregnancy, stabbed herself with a knife in 
the abdomen, to the right of and below the umbilicus. The wound healed in a week. 
At full time she was delivered of a living, fully-developed child, in whose abdominal 
wall, 14 inches above the left anterior superior iliac spine, was a partially healed 
wound one inch in length. Through this projected an agglutinated mass of large and 
small intestine, extending from the jejunum to the sigmoid colon. Steele extended 
the wound and replaced the gut. The child died eight hours later. At the post 
mortem it was found that the jejunum had been completely cut across, and that the 
ends had been occluded by organized exudate. The proximal portion was distended 
with fluid, whilst the rest of the extruded bowel was shrunken. 

Steele failed to find any record of a similar case, but he mentions that T. C. 
Beatty (Brit. Med. Journ., 1879, vol. i, p. 701) reported the case of a fully-developed 
child, whose large and small intestine projected, at birth, through an opening 
14 inches below and slightly to the right of the umbilicus. No cause, accidental or 
otherwise, was found. Beatty states that the labour was a normal one, and that 
the extrusion must have taken place some time previously, as the gut was congested 
and the lips of the orifice thickened. Mutzs H. Puittirs. 


The Placenta as a Culture Medium for Microbes. 

Gutnior (LZ’Obstétrique, February, 1908) records his experimental observations on 
the growth of various organisms on placental tissue. He easily obtained growth of 
bacillus pyocyaneus, staphyloccccus aureus, bacillus anthracis, diphtheria bacillus and 
bacillus coli. The growth of gonococcus was doubtful, and that of streptococcus 
pyogenes was negative. He concludes that in cases of retained placenta the infection 
is not streptococcic but is caused by bacillus coli and various anerobic microbes. 
Following out Guéniot’s researches Thiercelin has obtained growth of the enterococcus 
to which he ascribes the infections hitherto attributed to the pneumococcus. 

E. H. L. O. 


Tuberculosis of the Placenta. 

Kétreitz (Miinchener m. Wehnschr., 1908, No. 10, 8. 535), in a recent communica- 
tion to the Marburg Medical Society, reviewed the few cases of tuberculosis of the 
placenta hitherto published, and pointed out that Schmorl, who had worked most 
upon this form of disease, found that the seat of the tubercle may be (1) on the 
surface of the villi, in the intervillous spaces; or (2) inside the villi; or (3) on the 
decidua basalis on the inner surface of the chorion possibly penetrating through the 
amnion into the ovisac. Schrumpf has recently found tuberculosis affecting the 
decidua vera. Kiirbitz. then reported a case of tuberculosis of the decidua basalis 
from the Marburg Pathological Institute. The patient, who suffered from chronic 
pulmonary and laryngeal tuberculosis, had died 8 days after being prematurely 
confined in the eighth month. The autopsy disclosed extensive chronic processes in 
the lungs and larynx, several small intestinal ulcers near the ileo-cecal valve, and 
some small, quite separate tubercles in the liver, only recognizable with the microscope. 
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At the seat of the placenta there was a dark-red blood-clot, to which numerous red 
thrombi were loosely attached. Macroscopically, these parts did not appear diseased, 
and it was therefore the more surprising that, under the microscope, they exhibited 
most extreme tubercular disease. Widely dilated veins filled with blood or with 
typical thrombi were apparent in the very loose muscularis; the glands of the 
decidua were prominently distinct, and the superficial zone of the seat of the placenta 
was thickly crowded with miliary tubercles of characteristic appearance, with large 
giant cells and marked caseation, und, in many places, assembled in large heaps. They 
did not appear to have penetrated any vessel, though in many places they lay close 
against the vessel wall. The thrombi did not themselves appear to be tuberculous. 
There was not any marked inflammatory infiltration at the placental seat. Tubercle 
bacilli were demonstrated without difficulty. The placenta itself could not be in- 
vestigated. 

The child weighed only 1,880 grammes, and was extremely weak and delicate; it 
showed no sign of tubercular disease nor any tuberculin reaction. It died after three 
months from acute intestinal volvulus, but the autopsy afforded no macroscopic or 
microscopic evidence of tubercle. 

The tubercular disease, in all probability developed, not at the time of labour 
(within nine days) but earlier. There must have been opportunity for the infection 
of the child, yet it had been protected by the filtrative efficiency of Nitabuch’s layer. 
Kirbitz considers that though tuberculosis of the placenta is not altogether rare, 
congenital tubercular infection of the foetus is extremely so. 

BENNECKE demonstrated in the microscopical specimens the intimate relation of the 
tubercle to the walls of the vessels, and pointed out that in nearly all cases of 
placental tuberculosis recorded (one by Runge excepted), the mother was suffering 
from acute miliary tuberculosis or tubercular meningitis, conditions implying acute 
inundation of the blood with tubercle bacilli. It seems probable that the tuberculosis 
of the placenta or of the uterine wall is the source of such inundation. 

SToECKEL, referred to a case of indubitable congenital tuberculosis which he had 
observed 4 years ago and reported. The child lived only 14 days. Neither in the 
mother, nor in the placenta, was there anything to suggest tubercle, but the child’s 
cadaver revealed extensive miliary tuberculosis, especially of the lungs, liver and 
intestines, and marked caseation, especially of the periportal glands. 


The Ratio of Sexes in Austria-Hungary. 

O. Srpinko (Arch. f. Gyndk., B. |xxxiv, p. 741), from exhaustive investigation, 
concludes that in Austria more male than female children are born dead. The 
greatest percentage of male children are born to parents where contrasts are 
smallest, for instance, to Jews who intermarry constantly; whereas children born 
to parents of more opposed characteristics show more equality in the number of 
males and females. That more male children are born in Austria than in Russia may 
be explained by the much greater number of Jews living in Austria. Among the 
Slavs in Austria-Hungary, as in all other parts of Europe, more female than male 
children are born. The number of children born in February is greater than in any 
other month. In Bohemia the percentage of male children is greatest when concep- 
tion has taken place during the warm months, whereas in other parts of Austria 
the reverse is the case. Both among Jews and Greeks the disproportion between the 
sexes is greater in illegitimate than in legitimate children. 

Young and old mothers bear more boys, mothers of medium age more girls. In 
twin pregnancies the proportion of girls is greater than in single pregnancies. In 
Austria-Hungary it has been found that the greater the amount of Slavs, the greater 
is the proportion of female births, and Srdinko believes that this power of 
producing a greater number of female children is a good sign for the future 
development of the Slav nations. H. T. Hicks. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNACOLOGICAL SECTION. 
A meetiny was held on March 12th, Dr. Hersert R. SPENCER, President, in the chair. 


Dr. Watter C. Swayne read a short communication on 
MYoMECTOMY DURING PREGNANCY, 
and described two cases operated on by him. 

Case 1. A primipara, aged 40 years, pregnant five months, had a solid, rapidly- 
increasing, painful tumour, growing from the fundus uteri. After laparotomy a 
pedunculated fibroid of the size of an adult head was removed from the fundus. 
The flattened pedicle was transfixed and the peritoneum was sewn over it. A smaller 
fibroid, which was sessile and situated behind and below the first, was also enucleated. 
Recovery was uninterrupted. Pregnancy had not been interrupted two months later, 
after which the patient was lost sight of. 

Case 11. Multipara, aged 35 years, pregnant four and a half months, with ab- 
dominal pain and a bilobed tumour rising out of the pelvis, the left lobe being hard 
and the right soft and elastic. Laparotomy showed a fibroid growing from the right 
cornu of the pregnant uterus which had undergone axial rotation, so that the fibroid 
lay on the left. The rotation was untwisted with some difficulty and the fibroid was 
then enucleated. Pregnancy was interrupted a month after the patient left the 
hospital. Dr. Swayne pointed out that fibroids of the pregnant uterus required 
operation if causing pain, pressure symptoms, axial rotation of the uterus, or 
symptoms of twisted pedicle. Rapid increase with pain might point to degeneration. 
Pregnancy was not necessarily interrupted. Accurate apposition of the gap in the 
uterine wall was of great importance. 

Dr. J. H. Davser communicated a case of 
PREGNANCY COMPLICATED BY A LARGE AND FIXED RETROPERITONEAL FIBROMYOMA WHICH 

COMPLETELY BLOCKED THE PELVIS BESIDES FILLING THE ABDOMEN. 

The patient was a young married woman three months pregnant. She had become 
alarmed at her rapidly increasing abdominal girth. Operation took place on Dec. 20. 
All the resources of surgery were needed to control the hemorrhage after enucleation 
of the tumour. Chiefly on this account it was found impossible to preserve the 
uterus. The case was an example of a fibroid of such dimensions, and so situated 
that neither delivery per vias naturales nor progression to full term was possible, and 
early operation was the only safe line of procedure. In this instance recovery was 
rapid and complete. 

In the discussion on these communications the PrestpENT said that, while not 
criticising the three cases reported, in which the operations were done for definite 
and serious indications, he felt bound to express his strong opinion that operations in 
the case of fibroids complicating pregnancy were rarely called for and that myomec- 
tomy, which was occasionally urgently demanded in the case of very large, or 
impacted, or rotated tumours, was in relation to the frequent occurrence of this 
complication of pregnancy very rarely required and, as the cases exhibited that night 
showed, was attended by considerable risk. When practicable, the operation should 
be postponed till the child was viable. 
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Dr. F. H. Cuampneys entirely endorsed the remarks made by the President. 
He had himself had a long experience of pregnancies complicated by fibroids. It was 
true that in exceptional cases he had been compelled to adopt serious measures, such 
as Cesarean section. He had frequently been consulted in cases in which the 
presence of a fibroid had caused alarm to the medical practitioner, but, without any 
interference, the patients had borne, not one child, but a series, with perfect ease and 
safety. In his experience the cases requiring serious interference were extremely 
rare. 
Dr. G. E. Herman agreed with the last speaker that the mortality of myomectomy 
in pregnancy, as quoted in the statistics mentioned by Dr. Swayne, was much too 
high. He narrated a case where he had enucleated a fibroid from a pregnant uterus, 
and the woman was delivered six months later of a full-term child. 


Dr. AmManD Rovutn agreed with Dr. Swayne’s statement that fibroids complicating 
pregnancy should not be interfered with unless producing urgent symptoms. Un- 
fortunately, Dr. Swayne had quoted statistics, somewhat obsolete in date, tending to 
show that fibroids were so serious a complication of pregnancy that operations were 
frequently justifiable. Dr. Routh thought these statistics quite untrustworthy. He 
had collected statistics’ showing that the maternal mortality of such cases under 
modern methods was only slightly in excess of the normal, and that the danger to 
life was not so much due to risks during labour as to sepsis afterwards, for if the 
endometrium became infected a submucous or an intramural fibroid almost always 
became infected also. He showed that abortion did not more often occur where 
fibroids were present, though labour often ensued a few weeks before full time, and 
urged strongly that no operation should be performed till foetal viability, unless 
absolutely essential, so as to save the two lives involved. He had only twice had to 
perform Cesarean hysterectomy at or near full term and never at an earlier date, 
though he had seen many cases of fibroids blocking the pelvis in the early months. 
The fibroids in such cases almost invariably underwent flattening and softening 
(assouplissement) and were gradually or suddenly displaced out of the pelvis, some- 


times as late as the onset of labour itself, and labour spontaneously occurred without 
assistance. 


Dr. T. W. Epen agreed with the previous speakers as to the rarity with which 
serious complications occurred when women with fibroids became pregnant and 


deprecated the view sometimes advanced that pregnant women with fibroids necessarily 
went in peril of their lives. 


Dr. A. E. Gives said that speaking in generalities would lead to confusion and 
inaccuracy. To say that the complication of fibroids and pregnancy was generally 
unimportant was as much beside the mark as to say that it was generally dangerous. 
The existence of fundal fibroids might make no difference to pregnancy or labour, 
but cervical fibroids impacted in the pelvis were in a totally different category. He 
alluded to a case in which he had removed a fibroid from the left broad ligament in 
a woman four and a half months pregnant. He experienced great difficulty in 
stopping the bleeding, and though he succeeded at the time it recurred later, 
necessitating the removal of the uterus, as in Dr. Dauber’s case. 

A short communication was made by Dr. H. Russert ANDREws and Dr. R 
DrumMonp MAXWELL on a case of 

DirFicutt LABOUR, WITH REMARKS ON THE FROZEN SECTIONS OF THE UTERUS, 
which appeared as an original article in the April number of the JourNaL, p. 249. 

Dr. Cuampneys said that he had felt contraction rings round various parts of the 
uterus, in some cases round one of the uterine cornua. The experiments of 
Kleinwiichter showed that spontaneous delivery occurred in some of the most 
unpromising cases of obstructed labour. In such a case as that under discussion, 


1 Brit. Med. Journ., October 3rd, 1903. 
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where the patient was already septic, the choice of treatment was one of great 
difficulty. 

Dr. W. S. A. GrirrirH suggested that the probable cause of the difficulty in 
delivery was not in the uterus but in the macerated condition of the fetus. He 
wished to emphasize the value of version as a means of delivery after craniotomy if 
the uterus was not in a state of tonic contraction. 

Dr. Even remarked that the term contraction ring was inaccurate; it should be 
called the retraction ring. He could not accept the view advanced by Dr. Andrews 
and Dr. Maxwell as to the formation of this ring that it was the result of moulding 
on a body groove. 

Dr. Anprews and Dr. MaxweE tt replied. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAXCOLOGICAL SOCIETY. 


Meeting held at Sheffield, March 27th, 1908, Dr. A. J. Wattace (Liverpool), 
President, in the Chair. 


A vote of condolence to Mrs. William Walter, of Manchester, on the death of 
Dr. Walter, proposed by Mr. Favett, seconded by Dr. Luioyp-Roserts, and 
supported by Dr. J. E. Gemmert and Dr. Martin, was carried. 

Dr. Mites H. Puitiirs (Sheffield) exhibited a specimen of Uterus Bicornis 
Unicollis, with atresia of the external os and absence of the vagina, an account of 
which appears among the Select Clinical Reports on p. 355 of this number of the 
JOURNAL. 

Dr. Lioyp-Roserts (Manchester) exhibted a Vibroma of the Vagina. 

The patient, a widow, aged 46, was admitted to St. Mary’s Hospital, Manchester, 
complaining of a tumour in the vagina, and pain and difficulty in micturition. She 
had had six pregnancies and two abortions, and labour was in each case difficult, 
but the puerperium was uneventful. Menstruation had been irregular for 13 months, 
and a sanious discharge was present during that time. On vaginal examination a 
mobile sessile tumour rather larger than a walnut was found in the left fornix, 
pressing on the urethra. A median incision was made over the long axis of the 
tumour, and removal by enucleation carried out. Microscopically, the tumour proved 
to be a pure fibroma. 

Dr. H. Brices described a case of 

ACUTE COMPLETE INVERSION OF THE UTERUS, 
manually reduced on the twentieth day after labour. The patient was 28 years 
of age, four years married, and had had two miscarriages previous to the present 
full-term pregnancy. The labour was slow, on account of premature rupture of the 
membranes, and the delivery by forceps under chloroform occupied two hours. 
During the third stage fundal pressure had been used on account of severe 
hemorrhage. For three weeks there had been febrile disturbance, temperature 101° 
to 105°, with one definite rigor, the day before admission to hospital; severe 
abdominal pain and profuse vaginal bleeding; dribbling and incontinence of urine, for 
which the catheter had been repeatedly used. A vaginal douche of lysol had been 
given twice daily. No vaginal examination was made till the nineteenth day, when 
she was at once sent to hospital, under the care of Dr. Briggs. On examination, 
the enlarged inverted uterus lay in the vagina; its mucosa was slightly ulcerated, 
and the ring of cervix above was faint and sharp. Under ether the well-marked 
uterine cup became palpable bimanually, and reduction was effected by twenty 
minutes’ continuous increasing pressure, gradually exerted so as to raise the body 
of the uterus through the thin cervical ring without damage. A douche of sterilized 
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water at 120° was then used. For seven days intrauterine douches of sterile water 
were given twice daily. Convalescence was tardy, with febrile symptoms—101° to 
105°—including six rigors during the first three weeks. The patient was discharged 
well at the end of eight weeks from the time of the reduction. 
Drs. Briccs and EpMIsTon narrated a case of 
SEVERE CONCEALED ACCIDENTAL H &MORRHAGE, 

occurring in a patient aged 26 years, 5-para, with a history of previous easy labours. 
During her present pregnancy she had had a good deal of worry, and said she also 
remembered falling on one occasion, but without serious consequences. At 11-30 a.m. 
on March 6th, three days short of the full term, she was seized with severe 
abdominal pain and vomiting. At 7-30p.m. the collapse became grave; she was 
pallid, cold and restless, with a thready intermittent pulse of 152, and a subnormal 
temperature. The physical signs of a tense, tender, full-term uterus was present. 
Foetal heart-sounds were inaudible. Vaginally, the cervix admitted two fingers, 
there was no bleeding, and the examining finger could reach neither placenta nor 
blood-clot. The membranes were unruptured, and labour pains were absent. In 
this condition she was admitted to hospital, and Dr. Briggs ordered morphine } grain 
and atropine */,,, grain hypodermically at 9-30 p.m. This was followed by five hours’ 
sleep, and at 8a.m. on March 7th the pulse had fallen to 120. Three hours later 
the morphine and atropine was repeated on account of restlessness, and sleep 
supervened. During the intervals of sleep, small quantities of diluted milk were 
given. The os now admitted three fingers. Shortly after midnight labour pains 
became pronounced, and a speedy and spontaneous delivery was completed at 
12-80a.m. on March 8th. Two and a half pounds of clot and about a pint of 
liquid blood were expelled. The foetus, which appeared to have been dead about a 
week, weighed 73 lbs. The pulse was 156 at the end of the third stage, but now 
gradually fell, until the eighth day, when it rose to 142 and the temperature to 102°. 
The involution of the uterus had been slow. On the tenth day, an intrauterine 
douche of sterile water at 111° was given, and the temperature fell to 97°8°, and 
the pulse to 112. Recovery was afterwards uneventful. 


Dr. Mites H. Puttutps related a case of 


ConcEALED H &MORRHAGE 

during the fifth month of pregnancy, treated by vaginal hysterotomy. The patient 
had had nine children, the last 13 years ago. Menstruation was regular, with the 
exception that the three periods before Christmas were less in amount than usual, 
and the two since Christmas consisted of smart floodings accompanied by hypogastric 
pain. The last had ceased three days before she was seen by Dr. Phillips. The 
abdominal tumour reached to within 14 inches of the umbilicus. No feetal parts 
or movements could be felt, and no heart sounds heard. Threatened miscarriage 
was diagnosed, and complete rest in bed enjoined. A week later hemorrhage 
recurred, and the patient was admitted to hospital. She looked extremely ill, and 
complained of severe abdominal pain. The uterus now extended to 1 inch above the 
umbilicus. The pulse was 96 per minute. A laminaria tent was introduced into 
the cervix, and rectal salines were given. Five hours later, as the patient appeared 
to be getting worse, it was decided to evacuate the uterus as quickly as possible. 
Under anesthesia a transverse incision was made in the anterior vaginal fornix, and 
the bladder separated. The rigid cervix and 1jin. of the lower uterine segment 
were divided in the mid-line. A large amount of old and recent clot was evacuated 
from the decidual cavity, and the intact ovum was reached on the left side of the 
fundus uteri. The 44-5 months foetus was delivered together with its placenta. 
The incision was closed by catgut sutures, and the uterine cavity packed with 
gauze. Recovery was complete. The amount of blood-clot collected filled a 2-pint 
measure. 
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Dr. Gemmett (Liverpool) read a note on 
PrimMaRy CARCINOMA OF THE FALLOPIAN TUBE 


based upon a recent case in which there was a history of profuse watery offensive 
vaginal discharge in a nulliparous woman, 45 years of age. The physical signs led 
to the diagnosis of multiple uterine fibroids with chronic inflammatory disease of the 
right appendage. Laparotomy revealed double chronic inflammatory appendage 
disease, right hydrosalpinx, left pyosalpinx. Subsequent examination of the specimen 
demonstrated that the left tube, which was closed at its fimbriated end, sausage- 
shaped, measuring 3 in. in diameter at the abdominal end and 1 in. at the uterine end, 
contained pus and an enormously thickened mucous membrane forming a papillomatous 
growth. Microscopical sections showed this growth to be an adenocarcinoma. Both 
ovaries were normal; the right tube showed simple salpingitis. . 


EDINBURGH OBSTETRICAL SOCIETY. 


Vifth meeting of the 69th Session, held on Wednesday, 11th March, at 8-30 p.m.; 
The President, Professor STEPHENSON, in the chair. 


After the reading of minutes, the election of three ordinary fellows and other 
private business, Dr. James LocHuHeEaD presented to the Society his communication on 


Tue TRANSMISSION OF NITROGENOUS ComPouUNDs FROM MoTHER TO Fetus. 


At the outset Dr. Lochhead discussed the generally accepted theory that serum 
proteids pass by the placenta from mother to foetus, and that in their passage they 
undergo a change resembling that which takes place in the alimentary tract, the 
transformed product being probably albumose or peptone. 


From his investigations he showed that this view was untenable, as (1) no altered 
proteids, such as albumose or peptone, are present in the freshly obtained (sheep’s) 
placenta, at any stage of pregnancy, and (2) there is no peptic, tryptic, or ereptic 
ferment in glycerine extracts of maternal or foetal placenta. There is no doubt that 


a proteolytic enzyme is present in the placenta, but it is not secreted like the 
intestinal ferments. 


Dr. Lochhead next described experiments which he had carried through with the 
object of finding out whether the serum proteids passed unchanged across the 
placenta, as through a filter. He found that if egg-albumin was injected into a 
pregnant rabbit it appeared unaltered in the foetal serum, as shown by the precipitin 
test. He was, however, unable to draw any conclusions from these experiments 
regarding the normal serum proteids, as, if ox-serum was injected instead of egg- 
albumin the precipitin test was no longer positive. In conclusion Dr. Lochhead 
briefly drew an analogy between the ductless glands and the syncytium, which takes 
up material from the blood in the intervillous spaces, elaborates it, and passes it on 
into the foetal blood stream. 


The President conveyed to Dr. Lochhead the thanks of the Society for his paper, 
and expressed his appreciation of the valuable original work Dr. Lochhead had done 
in regard to the function of the placenta. 


Dr. W. E. Fornerctitt next laid before the Society his views on 
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Tae Mopern OPERATIVE TREATMENT OF DowNWARD AND BacKwARD DISPLACEMENTS 
OF THE PELVIC VISCERA. 


Dr. Fothergill first took up consideration of the accepted teaching as to the 
various structures supporting the pelvic viscera. He maintained that the broad liga- 
ment is merely a mesosalpinx and mesovarium, and that the round ligament must be 
regarded as only a vestigial structure which, in early fetal life, pulls down the 
uterus and ovary. Abdominal section had demonstrated that in adult life neither ot 
these structures were taut, and consequently could not be regarded as of any value 
as supports. Again, the funnel-shape of the so-called pelvic diaphragm was a strong 
argument against its being of any value as a support. Further, clinically, it was 
demonstrated that in some cases of prolapse the perineum was intact, while in cases 
in which there was complete rupture of the perineum there might be no prolapse. 

Dr. Fothergill then proceeded to state that in his opinion the true support of the 
viscera was got from the blood-vessels and their sheaths along with the ureters and 
lymphatics, which form masses of tissue extending from the side walls of the pelvis 
to the lateral aspects of the viscera. Relaxation of the sheaths of the blood-vessels 
Dr. Fothergill regarded as the one constant and essential factor in the causation of 
prolapse of the pelvic viscera. Relaxation of the upper part of this peri-vascular 
tissue, plus some force pushing the uterus back, would lead to retroversion. Dis- 
cussing operative treatment Dr. Fothergill advised anterior-colporraphy so modified 
as to admit of union, in the mid-line, in front of the cervix, of this parametric and 
paravaginal connective tissue. 

In the discussion which followed, Sir Avex. R. Srmpson referred to the method 
employed by Parsons to stiffen the parametric tissue. He said it was by no means 
an explanation of prolapse merely to say it was due to a loosening of peri-vascular 
tissue, what caused this loosening of the tissue? In cases in which there was no 
prolapse, even though the perineum was torn, the explanation seemed often to be 
that a cellulitis of the bases of the broad ligaments might support the uterus in 
good position. 

Sir Hattrpay Croom agreed that when the abdominal cavity was opened the 
round and broad ligament were often found to be loose. 

Dr. RankeN Lyte said that his clinical experience coincided with that of Dr. 
Fothergill in regard to the occurrence of rupture of the perineum without prolapse 
and vice versdé. He was of opinion that clinically patients could be divided into two 
classes. In one class, the lax tissues stretched but did not tear, and were so devoid 
of tone that they did not possess enough elasticity to retract and restore the struc- 
tures to their normal condition. In the second class the tissues were resiliant and 
elastic, did not stretch easily and consequently tore, but afterwards, their tonicity 
was such that they might contract, and in spite of lacerations prevent prolapse. 

Dr. Barsour reviewed Dr. Fothergill’s position. He said he could see no reason 
why the fascia and connective tissue round the blood-vessels should be regarded as 
so important while Dr. Fothergill refused to admit the importance of the fascial 
layers in relation to the muscles of the pelvic floor. Dr. Barbour emphasized the 
importance of the utero-sacral ligaments in supporting the uterus, this he maintained 
was well demonstrated in the operation of vaginal hysterectomy. 

As there was still a paper on the billet the chairman closured the discussion. 

Dr. A. H. Freetanp Barzour then read his paper on 


Tue Frozen Sections sy BumMM AND BLUMREICH AND BY ZANGEMEISTER. Is THERE 
A LOWER UTERINE SEGMENT? 


which appears in full in the April and May numbers of this JourNat. 
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ROYAL SOCIETY OF MEDICINE IN IRELAND. 


SECTION OF OBSTETRICS. 


Meeting held March 13th, 1908, the President, E. H. Tweepy, F.R.C.P.I., in the chair. 
Sectional Secretary—Henry M.D., F.R.C.P.I. 


Dr, Spencer SuHeILt exhibited an Abnormal Placenta which showed a raised ring 
forming a complete circle about half way between the margin and the insertion of the 
cord, about 2cm. in depth and half that in thickness. The membranes were adherent 
to the margin of the placenta. On cutting into the placenta—at the suggestion of the 
President—he found that the-membrane below the ridge met, but did not cause a 
complete folding of the layers. He would, however, submit the specimen for a 
closer examination to a pathologist. 


Dr. Henry Jevtett exhibited A New Table for Estimating the Date of Delivery 
from the Size of the Uterus. It was not, he said, intended for perfect accuracy, nor 
was it new. It was simply an arrangement of ordinary data to save time in cal- 
culating the date of delivery, as estimated by the size of the uterus, in cases in 
which the patient could not give a definite menstrual history. 

Sir A. V. Macan, Professor ALFRED Smit, Dr. Pureroy, and the 
spoke. 

Dr. R. D. Pureroy read a paper entitled 


Some Remarks on Turercutous 


with specimen illustrating the condition. 

Sir A. V. Macan said there was a great difficulty as to the origin of primary 
tubercle of the tubes. If it did not ascend or descend they could only suppose that 
it filtered out from the blood. Sterility was one of the earliest effects of tubercle of 
the tubes, and he was not sure whether it would be much use to leave a small portion 
of the tube in such cases. He had at one time held the view that if they could not 
see their way to extirpate completely such affection of the tubes they had better 
leave them alone, but now he thought they ought to remove as much as was possible, 
and trust to general strength to get rid of what was left behind. 

Professor ALFRED SmitH said they were struck, in operation, with the fact that it 
was of little use to leave even a small portion of a Fallopian tube behind; the tube 
became so thickened that the lumen was practically useless, and seemed to be another 
starting focus of disease. But, when the tubes were removed, it did not follow that 
the uterus should be removed also. If it was curetted, it would probably be found 
to contain no tuberculous disease. While, however, no necessity might arise for the 
removal of the uterus in tuberculous salpingitis, it might be good practice to remove 
it in staphylecoccic or streptococcic infection. As regards drainage, he was of opinion 
that it was not necessary to leave in a tube or gauze-drain; by leaving them in they 
courted the tendency to-a hernia in the track left by the drainage tube. 

Dr. Seencer Suerit said he had under his care a case of suspected tuberculous 
salpingitis in which intermittent diarrhea was a marked symptom, and without, so 
far as he knew, any disease of the intestines. He asked if Dr. Purefoy had found 
this to be a usual symptom of tuberculous disease of the tubes. 

Dr. Jettett said that, a few years ago, Dr. Bond, of Leicester, had brought to 
the notice of the Annual Meeting of the British Medical Association the existence 
of what he called “ascending mucous currents,” and showed how methyl blue, 
deposited in the region of the vagina, was found afterwards in the tubes. This 
suggested one mode of origin of primary tubal tuberculcsis. The infection had to 
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pass through the uterus, the periodical sweep out of which probably prevented it 

from taking root there. He was strongly against the wholesale removal of the uterus 

and ovaries in these cases. Tuberculosis of the ovaries was a very rare condition, 

and he thought that, even if there were adhesions round the ovary connecting it with 

the tube, where at all possible, one or both ovaries should be spared; and the same 

thing applied to the uterus. Drainage might be very necessary in some cases, but he 

would drain through the vagina, and in cases in which there was no intestinal 

infection of the tube contents he would not drain at all. 

Dr. Hotes said he had lately seen several cases where tubercle was suspected, 

where the Calmette reaction was tried, and three out of four reacted, and evidently 

the condition was very early. 

The PRESIDENT said it was very rare that tuberculous tubes were diagnosed until 
they had opened the abdomen, and they did not always recognise it even then. He 
agreed with the wisdom of draining in Dr. Purefoy’s case, and he considéred the best 
plan to be a wick of iodoform gauze through the abdomen rather than through the 
vagina. He drained more with the hope of exciting a localised peritonitis than 
getting septic matter away. The cause being walled off would prevent the infected 
area spreading, and they had an outlet for any infected matter. He did not think 
there was anything in the fear of a hernia forming. His experience as regards 
leaving the ovaries and tubes was not at all that of Professor Smith’s. Dr. Jellett 
had pointed out that it was very rare to see tuberculous tubes affecting the uterus; 
but they sometimes saw, just at the cornua, an isolated tubercle which they could 
cut out, and leave a healthy tube behind. If, however, the tubes were removed, he 
did not see the use of the uterus, if for no other reason than that women were more 
subject to cancer than men, and that the uterus was the organ most prone to that 
disease. 

Dr. Pureroy, in reply, said he agreed as to the wisdom of avoiding drainage, 
except for some good reason, such as he thought he had in the case before them. 
He was also in accord with regard to the retention of the ovaries where possible. 
He thought it was quite possible that diarrhoea was a sign of tuberculosis, but he 
had not had the condition under observation. 
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REVIEWS OF RECENT BOOKS. 


Attas DER CystosKopre. Von Prof. Dr. W. Stoeckel, Direktor der Universits 
Frauenklinik in Marburg a/L. Mit 14 Lithographischen Tafeln. Berlin, 
1908, August Hirschfeld. 


Dr. Stoeckel is the author of a well-known work Die Cystoskopie des Gyndkologen. 
For evident reasons he has considered it advisable to issue the chief illustrations in 
the form of this Atlas. Like the majority of German works of this class it is 
well got up, the illustrations are clear and well coloured, and the explanatory text 
quite lucid. We have tested their value in the wards of a special hospital and find 
them of real service. Such coloured drawings as figs. 51, 52 and 53 are likely to 
prove of service to the inexperienced, as they display the appearances seen in different 
parts of the healthy bladder. The natural vascularity of the neck as compared with 
the sides and yet more evidently with the vertex, is very likely to mislead the 
beginner. Another good feature of the Atlas is the group of plates illustrating 
foreign bodies in the bladder. Fig. 38 is not only important as teaching the value of 
the cystoscope for the detection of a ligature making its way into the bladder, but 
it will serve as a reminder to the gynecologists of one of the most disagreeable and 
discrediting of the complications liable to follow radical operations on the uterus. In 
the particular case selected for illustration, the accident could hardly have been 
avoided, as a piece of the bladder involved in cervical cancer had been resected. The 
sacculations of the bladder seen in several common morbid conditions, and the 
appearance of the orifice of the ureters in health and disease, come out very plainly 
in the plates. Professor Stoeckel has rightly included changes of various kinds 
associated with pregnancy and the puerperium. Compression of the bladder by the 
gravid uterus (fig. 19) may produce puzzling effects. Acute oedema of the sphincter 
(fig. 56) in the puerperium has a formidable aspect. On the other hand, the plates 
indicate how, in intractable cases of chronic cystitis, the mucous membrane of the 
neck is often anemic, not vascular. Professor Stoeckel has selected his illustrations 
most judiciously, and we agree with him in his commendation of the artist, Miss L. 
Krause. The author gracefully dedicates his Atlas to Professor Dr. E. Bumm. 


ALBAN DORAN. 
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